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The neurosurgical approach to the problem of acute 
bleeding within the cranial cavity has received its 
greatest impetus from the application of techniques 
of cerebral angiography. Studies with these techniques 
have demonstrated the wide variety of pathological 
conditions associated with intracranial hemorrhage. 
It is surprising, therefore. at our present stage of de- 
velopment, to hear some neurologists continue to 
refer to “subarachnoid hemorrhage” as a clinical en- 
tity and teach that a single mode of therapy is ap- 
plicable in all cases of such intracranial bleeding. 
Members of this ultraconservative school of neurologi- 
cal thought advocate absolute bed rest, an ice-bag 
to the head, and repeated lumbar punctures as the 
sum total of their treatment. They justify this ap- 
proach by statistical analysis. claiming an over-all 
lower mortality than that obtained by any surgical 
treatment in a presumably equivalent group of 
patients. 

It would appear that many analyses published 
suffer from certain deficiencies: for example, incon- 
stant rules guide the selection of cases (note attempts 
to exclude trauma or apoplexy ), a neurologist analyzes 
the surgical results of different surgeons and surgical 
techniques, or some pathological entities are verified 
while others are assumed. It seemed that a study of 
this problem that attempted to avoid the above pit- 
falls might contribute to the clarification of a clouded 
subject of medical thought. This problem is of im- 
portance to both the specialist and the generalist, 
either of whom may be called upon for advice after 
a catastrophic collapse in an apparently healthy 
individual. 

In this paper are analyzed the findings, treatment, 
and results in 100 consecutive patients with intra- 
cranial bleeding. In every single case, cerebral angi- 
ography was performed. 


Indications for Angiography 


It should be stated at the outset that no additional 
complications appear to have been introduced into 
the treatment of these patients by virtue of their 
having undergone cerebral angiography. This was 


*The general practitioner and specialist may be 
called for advice after the catastrophic collapse of 
an apparently healthy individual. The sudden onset 
of profound neurological signs and symptoms in such 
a patient always suggests intracranial hemorrhage. 
All patients suspected of having intracranial bleed- 
ing should be subjected to prompt cerebral angiog- 
raphy to determine the pathological nature of the 
lesion. In analyzing 100 cases of this type with 
cerebral angiography, a definite vascular malforma- 
tion was demonstrated in 69%. A positive diagnosis 
as to cause or associated manifestation was made in 
85% of the cases. While there are certain inherent 
risks in angiography, no additional complications 
appear to have been introduced into the treatment 
of intracranial bleeding by having performed the 
procedure, even as early as two hours after the pre- 
sumed onset of the bleeding. Such risks as may exist 
seem minor in comparison with the existing risk of 
the lesion itself. In cases of ruptured aneurysm of the 
circle of Willis, the survival rate following neuro- 
surgical intervention is 75%. In a smaller but com- 
parable group, those treated by conservative means 
had a survival rate of 18%. Indicated surgical inter- 
vention is actually the conservative therapy for intra- 
cranial bleeding. 


performed as early as two hours after the presumed 
onset of intracranial bleeding and as late as three 
months after the primary subarachnoid hemorrhage, 
and in no case was any untoward effect seen from the 
performance of this diagnostic test. I can see no 
specific contraindication to performing the procedure 
if the patient’s condition is such that intervention 
would be considered, depending upon the findings at 
angiography. 

It is a generally accepted principle and a sound 
one, in the majority of cases, that if a patient is “in 
shock” no diagnostic procedure should be performed. 
However, if the patient’s state of shock is the result 
of massive intracranial bleeding, and if it is believed 
that the neurological damage has not reached the 


Read before the Section on Nervous and Mental Diseases at the 105th Annual Meeting of the American Medical Association, Chicago, 


lune 14 1956. 


1097 


> 


1098 INTRACRANIAL BLEEDING—SILVER 


point of irreversibility, then specific intervention 
should be undertaken. It is clearly of little benefit 
to the patient to state that because of his precarious 
clinical condition no diagnostic procedures will be 
performed, when it is equally clear that no intelligent 
treatment can be undertaken without the specific 
information supplied by the diagnostic procedure. 

A case was described to me (having occurred in 
another city) in which a young person considered to 
be in perfect health had a sudden collapse, profound 


Fig. 1 (case 1).—Anteroposterior and lateral views of arterio- 
venous malformation of left posterior cerebral artery that rup- 
tured, causing subarachnoid hemorrhage, in 52-year-old man. 


coma, and nuchal rigidity. The clinical diagnosis of 
subarachnoid hemorrhage, probably secondary — to 
ruptured intracranial aneurysm, was made and con- 
firmed by lumbar puncture, and the question of 
cerebral angiography for localization of the aneurysm 
was raised. The attending physician was advised by 
one consultant that the patient’s condition was “too 
critical” for this diagnostic procedure to be performed. 
Soon after the hemorrhage, the patient had a second 
episode of bleeding while on a regimen of bed rest 
and lapsed into coma; repeat lumbar puncture indi- 
cated fresh hemorrhage. At this time, the same con- 
sultant advised ligation of a carotid artery in the hope 
of controlling this bleeding, and he chose the right 
side despite the absence of any clinical lateralizing 
signs, justifving this intervention on the grounds of 
urgency. In my mind, such an approach substituted 
chance in place of specific knowledge and indicates 
the hesitant state of our thinking in this problem. 
There are certain inherent risks in angiography, but 
they are minor in comparison with existing risks in a 
case of intracranial bleeding. 

Suffice it to say that I have performed 800 such 
examinations without morbidity attributable to the 
procedure itself, which is evidence in favor of the 
safety and reliability of the procedure. 


Results in One Hundred Cases 


In the analysis of the 100 cases of intracranial bleed- 
ing, 55 were found to be due to saccular aneurysms 
of the circle of Willis or of the major branches of the 
internal carotid artery. Of this group of patients, 49 
had solitary aneurysms (at least insofar as this could 
be determined by bilateral carotid angiography, verte- 
bral angiography being performed in only 22 cases 
of this group). Six of the 55 patients had multiple 
aneurysms. Ten patients had arteriovenous aneurysms 
or cerebral angiomas. Four patients had cerebral 
tumors, two of which were metastatic, one a glioblas- 
toma and one a hemangioma. 
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There were thus 69 patients in whom a definite 
vascular malformation was demonstrated by angi- 
ography. In the remaining 31 patients, it was sometimes 
difficult to decide between a spontaneous intracranial 
hemorrhage or a post-traumatic hemorrhage (the 
main problem in differential diagnosis when a patient 
is found unconscious with evidence that his head has 
struck the floor). In 20 of these 31 patients intra- 
cerebral hematomas were found, and in 16 of these 
the presence of the hematoma could be diagnosed 
from the angiogram. In four patients ventriculography 
was performed in the presence of a-presumably nega- 
tive angiogram, and the ventriculogram was able to 
localize the presence of the intracerebral hematoma. 
In the remaining 11 of the 31 patients, trauma was 
considered extremely unlikely from the history, and no 
vascular malformation, tumor, or intracerebral hema- 
toma was visualized regardless of the diagnostic tech- 
niques employed. 

Thus, in a review of the cases in this series it is 
apparent that cerebral angiography vielded a positive 
diagnosis as to cause, or at least as to associated mani- 
festations of intracranial hemorrhage, in 85% of the 
cases. This is in contradistinction to the statement of 
one author ' that angiography reveals the lesion in only 
one-third of the patients in whom it is performed. 
Of course, his report described angiography by others 
(not himself), without critical analysis of the type 
or extent of the diagnostic procedure nor of its inter- 
pretation. This emphasizes the fact that meticulous 
study must be made of the cerebral angiogram, since 
the presence of a hematoma (an avascular space- 
taking lesion) may not be apparent to the inexpe- 
rienced observer. The fact must also be emphasized 
that a negative statement (namely, that there is no 
aneurysm ) cannot be made unless complete cerebral 
angiography is performed. This point should require 
no emphasis, but it is so often overlooked in these 
discussions that two concrete examples are presented. 

Case 1.—A 52-year-old man had been in good general health 
except for an occasional complaint of headache for the previous 
year. He was well and performing his regular sedentary work 


Fig. 2 (case 2).—Anteroposterior and lateral views of tortuous 
aneurysm arising from basilar artery, producing signs of a pos- 
terior fossa tumor and subarachnoid bleeding in 18-year-old 
male, 


when he collapsed at his place of employment and was brought 
to the hospital unconscious. A minimal facial weakness on the 
right was the only positive neurological sign, Lumbar puncture 
vielded grossly bloody spinal fluid, and within 24 hours the pa- 
tient had marked nuchal rigidity. He regained consciousness and 
was extremely restless, complaining of severe occipital headache. 
There were no localizing neurological signs, and even the facial 
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weakness disappeared during the first 48 hours. Left carotid 
angiography was performed and did not reveal any evidence of 
a vascular malformation. Vertebral angiography was then per- 
formed, disclosing an arteriovenous malformation filling from the 
left posterior cerebral artery (fig. 1). 

Case 2.—An 18-year-old male had two episodes of collapse 
with nuchal rigidity and fever. He recovered and was noted to 
have a weakness of the sixth nerve on the left side and signs of 
spasticity of both lower extremities. Bilateral carotid angiography 
gave no explanation for the xanthochromic spinal fluid found at 
lumbar puncture, but vertebral angiography showed a huge 
aneurysm in the posterior fossa arising from the basilar artery 


(fig. 2). 


There were five other cases in which the diagnosis 
of the lesion was made by vertebral angiography after 
carotid angiography was performed and found to be 
negative. There were some cases in which the clinical 
symptoms suggested that the site of the bleeding was 
on one side when bilateral angiography disclosed the 
vascular malformation to be on the opposite side. 
This is particularly true of aneurysms of the anterior 
cerebral artery near the anterior communicating 
artery. In this location, the anatomic lesion may be 
present to one side of the midline, with the force of 
the rupture being directed toward the opposite cere- 
bral hemisphere; the symptoms will then be those of 
interruption of the fiber pathways from the opposite 
hemisphere. 

There is no need to detail the varied findings in 
cases of ruptured intracranial aneurysms, whether 
saccular or arteriovenous in nature. Generally, con- 
vulsions are rare with saccular aneurysms and frequent 
with arteriovenous aneurysms. Likewise, neurological 
deficit prior to rupture is rare with saccular aneurysms, 
except for cranial nerve palsy, whereas there may be 
existing neurological deficit prior to rupture with 
arteriovenous aneurysms. It has been assumed by 
many that the saccular aneurysms are far more 
dangerous, since death from rupture is much more 
common, while “patients with arteriovenous aneurysms 
often bleed but never die.” The fallacy in this reason- 
ing is demonstrated by our cases, and the weakness 
of any generalization about the course of a case of 
intracranial bleeding has no better example than the 
following case. 


Fig. 3 (case 3).—Arteriovenous malformation ot parieto- 
occipital branch of left middle cerebral artery in 19-year-old 
girl. Avascular area in center of malformation represents site of 
hematoma from first rupture. 


Case 3.—A 19-year-old female college student had been study- 
ing intensively for a term-end examination, On the morning of 
the scheduled examination, this young girl ran into her mother’s 
bedroom, shouting, “My head is bursting, I’m going to die.” She 
alternately stalked about the room and lay on the sofa, holding 
her head between her hands. The mother was frightened, at- 
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tempted to reach her local physician without success, and finally 
reached another physician, who advised that the girl be taken at 
once to the accident room of a nearby hospital. 

At the accident room, one-half hour later, she was examined 
by the house physician and an attending physician, both of whom 
felt that this was a case of hysteria. She was about to be dis- 
charged from the accident room when she collapsed upon the 
floor unconscious; she was then admitted. Two hours later she 
developed marked nuchal rigidity, and a lumbar puncture 
yielded grossly bloody spinal fluid with 800,000 red blood cells 
per cubic millimeter under a pressure of 480 mm. H.O. Angi- 


Fig. 4 (case 4).—Saccular aneurysm of internal carotid 
artery at junction with posterior communicating artery in 53- 
year-old woman. 


ography was performed at once with use of local anesthesia and 
revealed an arteriovenous malformation of the left parieto-occip- 
ital lobe (fig. 3). 

The patient was returned to the ward, and the findings were 
discussed with her mother and the attending physician. During 
the next 12 hours the patient’s condition improved; she regained 
consciousness and was able to raise her head from her pillow and 
feed herself a light liquid breakfast. The advisability of surgical 
intervention, whether by a direct attack upon the malformation 
or by a preliminary ligation of the left carotid artery with aid of 
local anesthesia, was discussed with the members of the staff, and 
decision was deferred until the expected arrival from another 
state of a family member who was a physician. Just as this con- 
ference was concluded, we received an emergency call from the 
nurse in the patient’s room to the effect that the patient had cried 
out: “It’s happening again”; when we rushed into the room, the 
patient had ceased breathing, although a feeble cardiac action 
persisted. Emergency intubation and artificial respiration were 
without avail, and the patient died within two hours. Postmortem 
examination revealed the ruptured vascular malformation, with 
evidence of a large clotted hematoma, and additional fresh bleed- 
ing extending through the brain to the brain stern. The lesion ap- 
peared to be quite superficial, readily accessible, and well behind 
the motor area; it is my firm conviction that, had surgery been 
performed immediately after the angiographic demonstration of 
the lesion, this girl would be alive today. 


The principle that “masterful watching” can benefit 
patients with ruptured intracranial aneurysms is dis- 
puted even more strongly in the case of saccular 
aneurysms. Our series is replete with instances of 
patients presenting with subarachnoid bleeding who 
were treated by the so-called conservative neurologist 
with bed rest and repeated lumbar punctures, only 
to die while the physician debated whether to subject 
the patient to the ministrations of the neurological 
surgeon. 


Case 4.—A 53-year-old woman collapsed in her bathroom and 
was brought to the hospital in stupor and with marked nuchal 
rigidity. She recovered consciousness and was noted to have a 
paresis of the sixth nerve on the left and minimal incoordination 
of her right upper extremity. A lumbar puncture yielded bloody 
spinal fluid, with 1 million red blood cells per cubic millimeter. 
At the end of 10 days she appeared to be recovering, and her 
spinal fluid contained only 60,000 red blood cells per cubic milli- 
meter, 90% of them crenated. She had a second subarachnoid 
hemorrhage while on a regimen of bed rest; this left her with a 
paresis of the right upper extremity. This was beginning to clear 
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slightly, and the attending neurologist reluctantly permitted the 
performance of the angiographic examination, which showed a 
large aneurysm of the left internal carotid artery, arising at the 
junction of the posterior communicating artery (fig. 4). It ap- 
peared to have a definite neck, and it was felt that a direct sur- 
vical attack upon it could be made after a preliminary carotid 
ligation. The neurologist discussed this recommendation with the 
patient’s family but did not support it himself. The patient’s con- 
dition was improving. A fourth lumbar puncture again showed 
clearing of the cerebrospinal fluid. The decision was made to ob- 
serve the patient for another week and give medicaments to im- 
prove the clotting power of the blood so as to encourage throm- 
bosis within the aneurysm, One week later, as the neurologist was 
planning to perform another lumbar puncture, the patient com- 
plained of severe headache, developed total aphasia, had a gen- 
eralized convulsion, and died. 


What then of the patients, cited in every medical 
discussion on subarachnoid hemorrhage, who have 
had a single subarachnoid hemorrhage 1, 2, 5, or 10 
vears ago and who have never had a recurrence? They 
were treated with bed rest and undisturbed by the 
neurosurgeon, and their cases formed the basis for the 
conviction that some, or many, or “at least half” of the 
yatients with subarachnoid hemorrhage will get well 
by themselves. 


Fig. 5 (case 5).—A, anteroposterior and, B, lateral angiogram 
showing aneurysm of branch of middle cerebral artery in 48- 
year-old female. Elevation of middle cerebral artery and 
avascular area beneath aneurysm correspond with large hema- 
toma of left temporal lobe found at surgery. C, close-up view, 
showing ruptured aneurysm of middle cerebral 
ariery with silver clip in situ. D, enlarged ventral view of 
nematoma cavity within temporal lobe. Arrow points to 
aneurysm, Which was isolated at surgery; 2 cm, proximal to it, 
silver clip can be seen on feeding branch of middle cerebral 
arcery, 


I believe that the explanation for this result may 
be found in our group of 11 patients who had “spon- 
t meous” subarachnoid hemorrhage who were subjected 
to complete angiography, and in whom no aneurysm 
or vascular malformation of any type was disclosed. 
\Whether these patients have tiny “berry” aneurysms 
that are completely blown out by the force of the 
rupture and then sealed without leaving any detecti- 
ble angiographic evidence of their existence or 
whether the subarachnoid hemorrhage is due to spon- 
taneous rupture of a tiny vessel in the face of a 


transient elevation of the arterial tension, I am not 
prepared to say. All that we do know is that, of 11 
such patients with subarachnoid hemorrhage without 
visualized pathology, 10 are still alive; and even in the 
patient who died there was some question as to 
whether the death was due to a second episode of 
intracranial bleeding. In short, this is the group of 
patients with the best possible prognosis in the entire 
group. 

If I should have a subarachnoid hemorrhage, I 
would want to have complete angiography performed 
with negative findings. ‘This is the tvpe of case to treat 
conservatively, for the obvious reason that we have 
no other tvpe of treatment; we can expect the patient 
to do well. 

Method of Treatment 


But what of the major group suffering intracranial 
bleeding, the 55 patients with angiographically veri- 
fied saccular aneurysms? Hlow does surgical manage- 
ment compare with nonsurgical management? 

In this group, 33 patients were subjected to surgery. 
Not all underwent craniotomy, some patients being 
treated by partial or complete ligation of the carotid 
arterv. Twenty-five of these patients are alive and 8 
are dead. 

In the group treated without operation, in which 
there was angiographic demonstration of the lesion 
but surgical intervention was not permitted or not 
recommended, 4 patients are alive and 18 are dead. 
It should be stated that, in this group of 18, 6 patients 
had multiple aneurysms and in only one of the 6 
would a proposal for surgery have been seriously 
considered, 

In the analysis of the mortality in the patients who 
were operated on, the most significant factor appears 
to be the actual location and size of the cerebral 
aneurysm. I have been very fortunate to date in my 
treatment of aneurysms of the anterior communicating 
artery, but the follow-up in these cases is not long, 
and there are only four patients who have reached 
the five-year survival mark. However, reviewing the 
history, symptoms, findings, and pathology in these 
patients with aneurysm, I feel that if a patient has 
survived surgery for more than one year the possibility 
of a second rupture of the surgically treated aneurysm 
(regardless of the extent of the surgical treatment ) 
is extremely remote. In the group that underwent 
operation there was only a single case of a recurrent 
hemorrhage, and this occurred two months after a 
carotid ligation for an aneurysm of the internal carotid 
artery that was felt to be inoperable from a cranial 
approach. 

Aneurysms of the middle cerebral artery are par- 
ticularly treacherous, and our operative ingenuity is 
taxed in the attempt to preserve life without produc- 
ing the hemiplegia, or hemiplegia with aphasia, that 
follows occlusion of this vessel. In his review of 108 
cases of intracranial aneurysm, Dandy * was not able 
to report a single cure in cases of aneurysm of the 
middle cerebral artery. The reasons for this become 
apparent in review of the following case. 
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Case 5.—A 48-year-old woman had been in an argument with 
a neighbor and had returned to her house in a state of rage, com- 
plaining of a severe headache. Her husband reported to his local 
physician that “she was so mad she could hardly talk.” It was 
advised that she be put to bed, given a sedative, and permitted 
to rest. The next day the attending physician visited her and 
found her lying in bed complaining of headache and rather un- 
communicative. However, she smoked a cigarette in the presence 
of the physician and later turned over and went to sleep. Her 
husband was advised that “the rest would do her good.” The next 
day she could not be roused and was found to be aphasic, with 
hemiparesis on the right. At the time of her admission to the 
hospital and the request for emergency neurosurgical consulta- 
tion, the patient had nuchal rigidity, and a diagnosis of ruptured 
aneurysm of the middle cerebral artery was made and confirmed 
by angiography (fig. 5A and B). The presence of a large hema- 
toma in the left temporal lobe could be diagnosed readily from 
the angiographic films. This patient was on the operating table 
within three hours of her arrival in the hospital. However, she 
died 48 hours after surgery without regaining consciousness. A 
clip was successfully placed upon the branch of the middle 
cerebral artery going to the aneurysm, but the degree of damage 
to the brain resulting from the hematoma within the temporal 
lobe was apparently too great to permit recovery (fig. 5C and 

Although the problem of the location and extent 
of the intracerebral hematoma that follows the 
aneurysmal rupture is probably the greatest obstacle 
to success, the picture is not entirely a dark one. Of 
six patients with ruptured aneurysm of the middle 
cerebral artery, three are alive and well today. One 
example will suffice. 

Case 6.—A 41-year-old mill superintendent returned to his 
desk after a series of frustrating episodes on the floor of the mill. 
He suddenly felt dizzy and weak and, when he got up to get a 
glass of water, collapsed on the floor and was taken to the hos- 
pital. He was stuporous and had weakness of his left arm and left 
leg; at the time of his examination in the hospital it was noted 
that there was a marked asterognosis of the left hand. He was 
slightly confused but was able to respond correctly and give an 
adequate history. There was no nuchal rigidity, and the diagnosis 
at the time of admission was of probable cerebral thrombosis. 
Neurosurgical consultation was obtained and angiography rec- 
ommended. Right cerebral angiography revealed a ruptured 
aneurysm of the middle cerebral artery, with a hematoma in the 
right temporal lobe (fig. 6A). The patient was subjected to 
surgery and the hematoma was evacuated; it was possible to 
place a clip across the neck of the aneurysm without occluding 
the circulation through the middle cerebral artery. The patient 
made a satisfactory recovery and at the time of writing, three 
years later, was symptom-free and working. Postoperative angi- 
ography shows filling of the middle cerebral artery without 
filling of the clipped aneurysm (fig. 6B). 

There is a significant group of cases in any study 
of subarachnoid or intracerebral bleeding in which 
classification is difficult because etiological factors 
are obscure. The patient who collapses unobserved 
suffers injuries in the fall; if he is found to have 
bloody spinal fluid, the bleeding often defies analysis 
or classification as “spontaneous” versus “traumatic.” 

Case 7.—A 48-year-old male was in the washroom of his 
company, cleaning up before leaving for home. He was found 
on the tile floor, unconscious, by the night superintendent. 
Examination in the emergency room showed a hemiplegia on 
the right and bloody spinal fluid. The patient failed to regain 
consciousness, and 36 hours later left angiography (compared 
with right) showed a relatively avascular zone in the distribu- 
tion of the parietal branches of the middle cerebral artery. 
Craniotomy was carried out, and a large liquid intracerebral 
hematoma was evacuated. This patient recovered temporarily 
and regained power in his right extremities. He had a stormy 
febrile course, and, at the time of his death eizht days later, 
autopsy failed to resolve the dilemma of whether death had 
been due to cerebral or pulmonary caves, a marxed broncho- 
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pneumonia having been found, Likewise, the cause of the 
bleeding was in dispute. His son, who worked for the same 
company, thought that his father had slipped on the wet wash- 
room floor. The company contends that this was a spontaneous 
hemorrhage due to preexisting cerebrovascular disease. Patho- 
logical studies have failed to resolve this question. 

No aneurysm was demonstrated in the latter case, 
but the probability that a ruptured aneurysm plays a 
significant role in such hematomas is illustrated by the 
following two cases. 


Case 8.—A 21-year-old male, “best man” at his friend’s 
wedding, collapsed during the ceremony, There was a question 
of excessive alcohol consumption; others thought “he was 
blinded by a photographer's flash bulb”; others thought it was 
“the heat and excitement.” His attending physician found a 
hemiplegia on the left while the patient was in coma, and he 
was seen in emergency consultation at the hospital that night. 
No aneurysm was visualized by angiography, but the right 
anterior cerebral artery was displaced by a large hematoma of 
the frontal lobe, which was successfully removed at a craniot- 
omy done at midnight of the same day. Postoperative angiog- 
raphy now revealed the probable source of the bleeding as an 
anterior Communicating aneurysm. At a second craniotomy this 


Fig. 6 (case 6).—Before and after angiograms in 41-year-old 
male with a ruptured aneurysm of right middle cerebral artery. 
A, aneurysm is seen at the point of trifurcation of middle 
cerebral artery, noted within shadow of right orbit. Patient was 
stuporous and had hemiparesis on left at time of angiography. 
B, postoperative left carotid angiography yielded filling of right 
anterior cerebral and right middle cerebral arteries to point of 
applied tantalum clip. 


aneurysm was successfully muscle-packed, and, except for some 
homolateral incoordination of his extremities, the patient was 
well and working at the time of writing, six years later. 

Case 9.—A 42-year-old male was hospitalized on the medical 
service because of headache and vomiting after a beer-drinking 
party. There was a probable lapse of consciousness, but no 
details were available. The patient complained of headache, 
and nuchal rigidity was minimal. When his confused state 
persisted for three days and lumbar puncture yielded xantho- 
chromic fluid, cerebral angiography was carried out. No 
aneurysm Was visualized, but the anterior cerebral artery 
appeared stretched and questionably displaced. The radiologists 
were not convinced of this until a ventriculogram showed a 
definite shift of both lateral ventricles to the left, with an in- 
dentation of the right frontal horn, Craniotomy removed a solid 
right frontal hematoma, and a grossly abnormal small arterial 
vessel was coagulated during the procedure. At the time of 
writing, four years later, this man was well and working. 

In this younger age group, and possibly in all age 
groups, the hematoma may well result from rupture 
of a small aneurysm that is obliterated or lost in the 
damage created by the intracerebral hematoma. Angi- 
ography may localize and define the nature of the 
pathology, and a fair proportion of patients may be 
saved by surgery. 

In the final group, 11 patients had spontaneous 
subarachnoid hemorrhage and were subjected to com- 
plete angiography, and no lesion of any type (an- 
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eurysm, hematoma, or tumor) was demonstrated. 
These cases have a very satisfactory prognosis. For 
example, a 32-year-old woman awaiting her forth- 
coming wedding developed a cold and slight cough. 
During an episode of coughing, she collapsed and 
was brought to the hospital, where lumbar puncture 
vielded bloody spinal fluid, under a pressure of 350 
mm. H,O, with 700,000 red blood cells per cubic milli- 
meter. She was subjected to right, left, and vertebral 
angiography. All examinations were considered nega- 
tive. She was treated conservatively and was dis- 
charged from the hospital three weeks later. She has 
since married, has a child, and has had no further 
difficulty. Naturally, such a case treated without 
angiography would be cited as a reason for omitting 
neurosurgical consultation in cases of subarachnoid 
bleeding, in view of the satisfactory outcome of “con- 
servative’ therapy. It should be noted that extensive 
angiography in no way altered the clinical course of 
these patients. 
Conclusions 


On the basis of analysis of 100 consecutive cases of 
intracranial bleeding, the following conclusions and 
recommendations appear to be warranted: All pa- 
tients suffering intracranial bleeding should be sub- 
jected to prompt cerebral angiography to determine 
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the pathological nature of the lesion. This examination 
should be carried out as soon as possible after the 
episode of bleeding, and treatment for the lesion 
should be instituted as soon as practicable. Certain 
patients with massive brain damage cannot be saved 
regardless of the method of treatment used. There 
are other patients in whom surgical removal of an 
intracranial hematoma, reduction of arterial pressure 
to a weakened arterial wall (as by carotid ligation), 
or obliteration of a vascular malformation by clipping 
or coagulation will save life and eliminate the risk of 
subsequent rupture. This type of active surgical inter- 
vention to relieve the effects of intracranial bleeding 
and to prevent recurrence will actually conserve more 
lives than the so-called conservative method of treat- 
ment. Analysis of cases of subarachnoid hemorrhage, 
without angiographic or other verification of the na- 
ture of the lesion, contributes very little to our under- 
standing of the problem. There should be wider and 
earlier use of cerebral angiography. 
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CLINICAL BEHAVIOR AND OPERATIVE MANAGEMENT OF POPLITEAL ANEURYSMS 


Jere W. Lord Jr., M.D., New York 


Of the various lesions of the arterial system, none 
more effectively may be likened to a vixen than the 
popliteal aneurysm. Sly in its apparent benignity and 
often overlooked by patient and physician, popliteal 
aneurysm may cause several types of trouble that may 
develop suddenly and that sometimes lead to compli- 
cations. Located in the popliteal space, which is out 
of the patient's sight and which is an area not routinely 
palpated on physical examination, the popliteal artery 
may undergo segmental dilation with the formation of 
a sizable aneurysm before the condition is discovered, 
unless the development of one of five characteristic 
complications ensues. 

The popliteal artery is adaptable, in that it may 
change from a straight-line course to one following an 
acute angle of 45 degrees when the leg is fully flexed 
on the thigh. This change is no trick for the young, 
healthy, flexible vessel, but it is less readily tolerated 
by an artery that is more rigid and less elastic due to 
the presence of atheromatous plaques and deposits of 
calcium in the walls. Although aneurysms may develop 
anywhere in the arterial systems of the upper and 
lower extremities, the most common site is in the pop- 
liteal artery. Unquestionably, frequent bending is a 
factor favoring the development of aneurysms in this 
particular vessel, but there may be another factor in- 
volved, which recent work of Emile Holman’ would 
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* Popliteal aneurysm is a dangerous condition that 
can lead to sudden gangrene of the affected part or 
fo rupture and death. The diagnosis is made simple 
by following the method here described, and im- 
mediate operation is called for if the diagnosis is 
definite. The 16 popliteal aneurysms here analyzed 
occurred in 13 patients. Two of the aneurysms were 
asymptomtic. Four were treated by resection and 
autologous vein graphs. Twelve were treated by ob- 
literative endoaneurysmorrhaphy. This is preferred if 
the patient is a poor surgical risk or has no palpable 
pulse in the dorsalis pedis and posterior tibial 
arteries. Lumbar sympathectomy is now withheld until 
completion of the endoaneurysmorrhaphy but is 
carried out at once if the foot becomes cyanotic 
and cool; it was necessary postoperatively only three 
times in this series. The results were good and useful 
extremities were retained in all cases but one, in 
which the limb had been doomed by an embolic 
episode four days before operation. 


seem to substantiate. He demonstrated experimentally 
that a fluid forced through a narrowed zone into a wid- 
er one by a pump that creates a pulsatile wave sets up 
eddying currents with each backflow and a jet with 
each systole so that structural fatigue eventually leads 
to poststenotic dilatation of the vessel. Typical examples 
are dilatation of the subclavian artery beyond a cervi- 
cal rib and dilatation of the pulmonary artery beyond 


é 


Vol. 163, No. 13 


a stenotic pulmonic valve. Clinically, the most frequent 
site for narrowing and segmental thrombosis of a major 
vessel is the femoral artery in the adductor canal, 
where it is subjected to the repeated action of the ad- 
ductor muscles pressing it against the femur, Theoret- 
ically, therefore, in some individuals where there is 
segmental narrowing of the femoral artery in the ad- 
ductor canal, a combination of the jet action and ed- 
dying currents of blood acting against the wall of the 
angulated atherosclerotic popliteal artery may possibly 
explain the predilection of this vessel to formation of 
aneurysms. 

In general, there are two common causes of popliteal 
aneurysms and two others that are observed less fre- 
quently. The common causes of aneurysms are athero- 
sclerosis and trauma, usually penetrating trauma, 
which is found more commonly among military cas- 
ualties. In civilian life, fractures and dislocations in 
and around the knee joint from automobile accidents 
and bullet and knife wounds may lead to the develop- 
ment of a false aneurysm of the popliteal artery and oc- 
casionally to the development of the combination of an 
arteriovenous fistula and an aneurysm. Rarely, syphilit- 
ic involvement of the popliteal artery will result in the 
development of a true aneurysm, and equally rarely 
a mycotic aneurysm will follow a cured bacteremia due 
to Streptococcus viridans. 
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Fig. 1.—Schematic drawing of a popliteal aneurysm, with 
femoral artery above and popliteal artery below, with their 
collateral circulation. 


Diagnosis and Complications 


Regardless of the pathogenesis of the popliteal aneu- 
rysm, there are five major complications that may de- 
velop, usually singly but in some instances in combina- 
tion. Prior to the appearance of a complication the 
aneurysm may be entirely asymptomatic and go un- 
noticed, or, if recognized, it may be allowed to go un- 
treated. The papers by Janes and his associates * from 
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the Mayo Clinic have substantiated the dictum that all 
asymptomatic popliteal aneurysms should be treated 
by surgery unless a strong contraindication to surgical 
intervention exists. 

The diagnosis of a popliteal aneurysm is simple. It is 
made by palpation of the popliteal space. A firm swell- 
ing or mass is evident and shows, as a rule, an expan- 
sile pulsation. Examination is most readily performed 
with the patient on his back with the knee flexed ap- 
proximately 30 degrees. This position relaxes the ten- 
dons and muscles of the popliteal area, and the artery 
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Fig. 2.—Aneurysm bulging through deep popliteal fascia and 
displacing popliteal vein and tibial and peroneal nerves. The 
insert, illustrating a cross section of the aneurysm and adjacent 
structures, shows it to be fully thrombosed. As a rule laminated 
thrombotic material occupies only the margin of the aneurysm. 
At left are shown the tourniquet and skin incision used in ob- 
literative endoaneurysmorrhaphy. 


is then easily palpable. The patient should then be 
placed in the prone position, and the popliteal area 
should be examined with the leg straight and then 
flexed 30 degrees. Auscultation should be carried out 
with a stethoscope. In a typical aneurysm a systolic 
bruit is audible. If the aneurysm has undergone throm- 
bosis, there will be no pulsation or bruit. Figure 1 
shows a typical popliteal aneurysm in relation to the 
collateral arterial circulation. Figure 2 shows the rela- 
tion of such an aneurysm to the peroneal and tibial 
nerves and popliteal vein. 

Usually the complication the development of which 
is least to be feared is pressure on the tibial and pero- 
neal nerves, causing pain in the leg and foot. In one of 
the patients in the present study, however, sudden 
growth of the aneurysm resulted in such a degree of 
pain that marked overactivity of the sympathetic nerv- 
ous system developed, leading to impending gangrene 
of the toes. The foot was salvaged by the emergency 
performance of lumbar sympathectomy. 
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The second complication is edema of the foot and 
leg due to partial occlusion of the popliteal vein, In 
some patients thrombosis of the vein may occur, and 
the symptoms and signs are essentially those of throm- 
bophlebitis or phlebothrombosis. In one patient in the 
present study, treatment for venous occlusion contin- 
ued for several weeks until sudden rupture of the an- 
eurysm attracted attention to the true cause of the dif- 
ficulty. 

The third complication, which occasionally may be 
disastrous, is total thrombosis of the aneurysm. If there 
has been long-standing occlusion of the major arteries 
beyond the popliteal artery, as shown by absence of 
pulse in the dorsalis pedis and posterior tibial arteries, 
thrombosis in the sac may occur without the patient’s 
developing gangrene. On the other hand, if there has 
been a relatively normal arterial flow to the foot, sud- 
den total thrombosis of the aneurysm may lead to 
ischemic changes of the gravest kind. Only by the 
prompt performance of the appropriate surgical pro- 
cedure may the limb be saved. That 8 of 24 patients 
with complete thrombosis of popliteal aneurysms re- 
quired major amputations in the experience of the 
group from the Mayo Clinic clearly points to the ad- 
visability of early surgical intervention. The large 
thrombosed aneurysm occupies space and interferes 
with collateral blood flow. By the procedure described 
by Matas, it is readily possible to remove the throm- 
bus, to obliterate the sac, and, thereby, to allow ade- 
quate space for collateral blood flow in the arteries. 

The fourth complication, and one of the two most 
serious, is rupture of the aneurysm. This usually occurs 
without warning and, depending on the extent of the 
hemorrhage and on the laxity of the tissues, is associat- 
ed with pain and swelling of the popliteal space and 
lower thigh. If the aneurysm goes untreated, death 
may occur from loss of blood, from secondary toxic 
effects on impaired kidneys due to absorption of the 
extravasated blood, from secondary infection, and, 
finally, from ischemic changes in the distal part of the 
extremity. | observed two patients with this type of 
complication at the University Hospital (New York ) 
in 1950 and 1952. One was admitted after a sudden en- 
largement of a common femoral aneurysm, and a rup- 
tured superficial femoral aneurysm was present in the 
ether patient, who had positive cultures of Salmonella 
choleraesuis that were resistant to all available anti- 
biotics. In spite of the emergency performance of oblit- 
erative endoaneurysmorrhaphy in each patient, death 
occurred from sepsis and nephrosclerosis in one on the 
fitth postoperative day and from widespread sepsis in 
the other on the 27th postoperative day, Autopsy ex- 
aminations confirmed the clinical impressions. Prompt 
surgical intervention, however, will save the lives and 
limbs of most patients with ruptured popliteal aneu- 
rysms, but the operation is more difficult and uncertain 
than elective repair of an uncomplicated aneurysm. 

The fifth and last complication, which is particularly 
hazardous for the viability of the distal part of the low- 
er extremity, is the casting off of pieces of the throm- 
bus lining the inner wall of the aneurysm, which act 
as emboli in blocking the dorsalis pedis artery or occa- 


J.A.M.A., March 30, 1957 


sionally the orifice of the anterior tibial and/or poste- 
rior tibial artery. Gangrene of the toes or even of the 
entire foot may result. 


Cases of Popliteal Aneurysms 


Mayo Clinic Study.—From 1913 to 1951, 100 poplit- 
eal aneurysms were encountered at the Mayo Clinic.” 
These occurred in 69 patients. Of 45 uncomplicated 
aneurysms in patients followed up for an average of 
46 months, 13 became complicated and 5 resulted in 
amputation of the extremity. In the total group, 20 
major amputations were necessary, and all but 2 of 
them were necessary because of complications occur- 
ring during conservative treatment or observation. One 
of the two amputations in the latter category followed 
extirpation of a ruptured aneurysm. The other amputa- 
tion was in a patient with a rapidly enlarging aneu- 
rysm that was causing severe pain due to pressure on 
the contiguous nerves. Janes and associates state, “In no 
instance was a surgical procedure on an aneurysm fol- 
lowed by amputation when the operation was per- 
formed as an elective procedure.” They operated on 
24 patients with 26 aneurysms, and, except for the two 
patients cited above, the results were excellent in 19 
and fair in 4. One was lost to follow-up. 

Present Study.—From November, 1948, through Feb- 
ruary, 1956, | had the opportunity to observe 13 pa- 
tients with 16 popliteal aneurysms, and all have been 
treated surgically. Eleven of the patients were private, 
and two were seen on the wards of the surgical serv- 
ices of the New York University Post-Graduate Medical 
School. Of the 13 aneurysms of arteriosclerotic origin, 
2 caused pressure on the popliteal vein; 2 caused pain 
due to pressure on the contiguous nerves; and 3 
showed total thrombosis, sudden in 2 and insidious in 
the third. Three of the 13 aneurysms showed embolic 
phenomena, resulting in gangrene of the toes in one 
instance and in gangrene of the entire foot in another; 
2 of the 13 aneurysms ruptured. The only aneurysm of 
syphilitic origin caused pressure on the popliteal vein 
and also ruptured. There were two aneurysms due to 
trauma. One of these caused pressure on the popliteal 
vein, and the other aneurysm caused pain due to pres- 
sure on the nerves. Only two aneurysms in the entire 
series were uncomplicated, and in each instance a se- 
rious complication had occurred previously in a con- 
tralateral popliteal aneurysm—acute total thrombosis 
in one and free rupture in the other, 

In the 13 patients there has been no loss of life, and 
the only major amputation occurred in the patient with 
major embolic phenomena causing obstruction of the 
anterior and posterior tibial arteries at their origin, 
with the development of impending gangrene of the en- 
tire foot at the time of the patient’s admission to the 
hospital. A tragic aspect of this patient's case was the 
fact that he had experienced pain in the region of his 
knee for several months but had not visited a doctor 
because of the personal attention he devoted to an in- 
valid wife. Only when the development of the embolic 
episode was heralded by marked pain in the foot and 
lower leg and by inability to walk did he seek medical 
attention. 
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Eleven of the patients were men, with a total of 14 
popliteal aneurysms. The two women exhibited only 
unilateral difficulty. Of the patients with arterioscle- 
rotic aneurysms, the ages ranged from 47 to 73 years, 
with an average of 61.5 years. Two of the patients with 
popliteal aneurysms (bilateral in one patient) had 
aneurysms elsewhere. li a 69-year-old man there were 
small (3 by 3 cm.) common femoral aneurysms bi- 
laterally that required resection with grafting three 
years later. A 60-year-old man had small common fem- 
oral aneurysms bilaterally, and, in addition, the entire 
superficial femoral artery in each leg resembled a 
string of pearls, with four to five localized bulges 3 to 
4 cm. wide interspersed by less dilated segments 1.5 to 
2.0 cm. in diameter. 


Operative Techniques 


There are a variety of operative techniques available 
to the surgeon. These include Matas’ obliterative en- 
doaneurysmorrhaphy, his reconstructive and restora- 
tive procedures with endoaneurysmorrhaphy, simple 
excision, Blakemore’s vein graft with Vitallium tube 
inlay, and, finally, excision with preservation of con- 
tinuity by a graft of an autologous vein, a homologous 
artery, or a plastic prosthesis. 

Although opinions differ considerably, there is cur- 
rently a strong tendency to recommend excision of all 
popliteal aneurysms and insertion of a graft of some 
kind between the ends of the popliteal artery. This 
is a neat surgical maneuver, but it is quite unnecessary 
when the pulses in the feet have been absent for some 
time due to occlusive disease of the arteries below the 
knee. Furthermore, it is possible that widely practiced 
excision may lead to gangrene because of a poorly im- 
planted graft or some other technical difficulty arising 
during the operation. 

It would seem to me to be better judgment to in- 
dividualize the case of each patient and to perform in 
certain instances Matas’ historically famous and cur- 
rently valuable technique, obliterative endoaneurys- 
morrhaphy. The essential value of the technique lies 
in its simplicity and in the consideration that is given to 
the collateral arteries immediately above, below, and 
adjacent to the aneurysm. Individualization of the op- 
erative procedure for each patient requires more 
thought on the part of the surgeon than the routine 
application of a single technique. However, more pa- 
tients with popliteal aneurysms will have useful ex- 
tremities postoperatively. 

In general, if the patient with a popliteal aneurysm 
has a palpable pulse in the foot and is a fair or good 
operative risk, excision of the aneurysm with the in- 
sertion of a graft to bridge the defect is the procedure 
of choice. If the patient is a poor surgical risk or if 
there is no palpable pulse in the dorsalis pedis and 
posterior tibial arteries, obliterative endoaneurysmor- 
rhaphy is the operation of choice. 

fk the aneurysm lies high in the popliteal artery, the 
patient is placed supine on the operating table. If it is 
in the middle or lower third of the artery, the patient 
is placed in the prone position, A pneumatic tourniquet 
is applied high on the thigh but is inflated only when 
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the surgeon is about to incise the aneurysm (fig. 2). 
The incision is carried down to the presenting part 
of the aneurysm, and, if necessary, the popliteal vein 
and the tibial and peroneal nerves are mobilized and 
retracted gently. Most important is the restraint the 
surgeon must exercise to avoid dissection around, 
above, or below the aneurysm. The tourniquet is in- 
flated; the aneurysm is incised for 4 to 6 cm.; and all of 
the thrombus lining the walls is removed. If the points 
of entrance and exit of the popliteal artery are easily 
identified, they are closed from within the sac by 
means of interrupted sutures of nonabsorbable surgical 
suture. The tourniquet is deflated, and any bleeding 
points within the sac are secured similarly. A small 
soft-rubber drain is inserted into the aneurysm, the 
walls of which are allowed to collapse without sutur- 
ing. The deep and superficial fasciae are sutured, as is 
the skin. The knee is partially immobilized for two to 
three days until the drain is removed. Ambulation has 
been deferred until the sixth or seventh day postoper- 
atively. 

In the first few patients undergoing the procedure of 
obliterative endoaneurysmorrhaphy, preliminary lum- 
bar sympathectomy was performed. More recently, 
however, the practice has been to withhold sympathec- 
tomy until the completion of the endoaneurysmorrha- 
phy and then to carry it out at once if the foot becomes 
cyanotic and cool. In three instances a sympathec- 
tomy was necessary, and it was carried out successfully 
in two of the patients. 

Of the 16 aneurysms, 4 have been resected and au- 
tologous vein grafts have been inserted. Each of the ex- 
tremities has recovered, and pulses are good in the 
individual feet. Twelve aneurysms have been subjected 
to obliterative endoaneurysmorrhaphy, and in all but 
one instance the extremity has been kept useful and in- 
tact. The single major amputation has been mentioned; 
it was necessary because of impending gangrene due 
to suddenly occurring embolic occlusion of the origins 
of the anterior and posterior tibial arteries several days 
before the patient’s admission to the hospital. 

Lumbar sympathectomy was performed as an emer- 
gency procedure in one patient who had impending 
grangrene of three toes. This was due to marked spasm 
secondary to the sudden enlargement of an aneurysm 
that caused severe pain due to pressure on the nerves. 
The toes were saved; subsequently the aneurysm was 
excised and a vein graft was inserted. The postoper- 
ative result has been satisfactory for 21 months. The 
remaining three aneurysms in the group treated by ex- 
cision and grafting did not require sympathectomy. In 
6 of the 12 aneurysms treated by the technique of ob- 
literative endoaneurysmorrhaphy, lumbar sympathec- 
tomy was done; in 3 the procedure was preliminary, in 
2 complementary, and in one supplementary. 


Comment 


Popliteal aneurysms may develop in the course of 
several diseases, the most common of which is arterio- 
sclerosis. Occasionally or rarely, syphilitic and bactere- 
mic infections may lead to localized aneurysmal 
involvement of the popliteal artery. Trauma—both 
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penetrating, as by bullet, knife, or glass, and blunt, as 
by fracture, dislocation, or crushing—may lead to the 
development of a false aneurysm, which presents a 
similar clinical problem. 

Five important complications have been observed to 
develop in cases of popliteal aneurysm. In the order 
of increasing severity, they are (1) pain due to pres- 
sure on contiguous nerves, (2) edema due to pressure 
on the popliteal vein and occasionally progressing to 
frank thrombosis of the vein, (3) total thrombosis of 
the aneurysm with impending gangrene of the foot. 
(4) embolic phenomena in arteries distal to the poplit- 
eal artery, and (5) rupture, with possible death and 
probable loss of limb. 

Therapeutically, there are several possible operative 
procedures, but, currently, two are the most valuable. 
In patients who are fair or good risks and who have a 
patent pulse in the foot prior to the development of the 
above complications, excision of the aneurysm with the 
insertion of a graft is the ideal procedure. In poor-risk 
patients or ones in whom pulses in the foot previously 
have been absent, obliterative endoaneurysmorrhaphy 
as described by Matas is valuable. 

In 13 patients with 16 popliteal aneurysms, there 
were a total of 16 complications, and only 2 aneurysms 
were asymptomatic. Four patients were treated by ex- 
cision and vein grafting, with good results. Twelve 
aneurysms were treated by Matas’ technique, and in all 
except one case the extremities are intact and useful. 
The failure was not due to the operative procedure 
chosen, since the limb was doomed as a result of an 
embolic episode four days preoperatively that blocked 
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the origins of the anterior and posterior tibial arteries. 
In selected patients lumbar sympathectomy is of con- 
siderable value. 

Janes and his associates *” expressed a sound view 
when they stated, “A popliteal aneurysm is a sinister 
harbinger of sudden catastrophe and neither the pa- 
tient nor his physician should rest easily until this 
threat to life and limb is surgically extirpated or ob- 
literated.” 


Summary 


Popliteal aneurysms are readily identified on routine 
physical examination if they are sought. The asympto- 
matic aneurysm should be operated on as soon as ar- 
rangements can be made. The complications of a pop- 
liteal aneurysm constitute a surgical emergency. There 
are two satisfactory operations available at this time; 
excision of the aneurysm and insertion of a graft, and 
endoaneurysmorrhaphy. The appropriate one should 
be applied to the particular patient and his aneurysm. 
The results of surgical therapy are startlingly good, 
even in the face of complications, if death of tissue is 
not impending or has not already occurred. 

55 E. 92nd St. (28). 
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DIAGNOSIS AND TREATMENT OF VESICULAR 
ERUPTIONS OF THE HANDS 


Sture A. M. Johnson, M.D., Madison, Wis. 


Lesions of almost every known skin disease may 
appear on the hands. For practical reasons this dis- 
cussion will be limited to those eruptions on the hands 
that almost uniformly, in their initial stage, are charac- 
terized by vesicles (miniature blisters ranging in size 
from pinpoint to 5 mm. in diameter). It may be difficult 
at times to determine whether an eruption is primarily 
vesicular, because, by the time the patient seeks medi- 
cal aid, the vesicles may have become secondarily in- 
fected; they may have disappeared, leaving the skin 
encrusted and leathery; or they may be greatly modi- 
fied by self-medication or overtreatment. 

Uncovering the cause of these disagreeable and 
often disabling vesicular eruptions is in most cases 
quite challenging. Unless the cause is found and elimi- 
nated, however, the therapeutic results will be disap- 
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¢ Many different endogenous and exogenous factors 
must be considered in determining the cause of vesic- 
ular eruptions of the hands. Location, timing, and 
intensity of the eruption are influenced by several 
factors, such as friction, diet, and climate. Identi- 
fication of the cause is essential because removal 
of the cause is the first step in conservative, specific 
treatment. 


pointing and exacerbations or recurrences will almost 
surely take place. There are a number of clues and 
diagnostic devices that can be employed to arrive at 
the correct etiology. In some cases the search may be 
rather difficult and time consuming, but the subse- 
quent therapeutic result will be well worth the effort. 

Before discussing specific aspects of this problem, a 
look at the table will reveal a helpful classification of 
the agents and influencing factors involved in vesicular 
eruptions of the hands. The distinguishing features of 
these various conditions are described below. 


‘ 
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Examination of the Hands 


I have found that reversing the time-honored con- 
vention of taking the history before examining the 
hands effects an economy of time and may on occasion 
reduce the chance of being mislead by a plausible, but 
irrelevant, history. There is no substitute for keen, ob- 


Examples of Agents Causing Vesicular Eruptions 
of the Hands and Factors Influencing Them 


Influencing 
Endogenous Factors Exogenous 

“Tds” Friction Contact Dermatitis 

Fungi Xerosis Environmental contactants 

Bacteria Endocrines Cosmetics 

Chemicals Avitaminoses Topical drugs 
Dyshidrosis Hydration Infections 

Heredity Climate Bacteria 

Stress Psyche Fungi 
Fezema Familial Viruses 

Foods stigmas Parasites 

Inhalants Physical Allergy 

Microbes Cold 

Virus Light 


Drug Reactions 


jective observation. Information obtained from a care- 
ful examination of the hands may indicate the specific 
areas to be investigated rather fully in taking the 
history. 

The etiology may be suggested by the site of the 
initial appearance of the lesions, whether the origin 
be endogenous, exogenous, or psychic. The location 
of the lesions on the hand, while not pathognomonic, 
is a valuable aid in the diagnosis of some dermatoses. 
Figure 1 shows areas on the palm that are commonly 
involved in some specific dermatoses. Figure 2 shows 
areas of predilection on the dorsum of the hand of 
other conditions. 


Eruptions of Endogenous Origin 


“Ids."—Many eruptions of the hands are of internal 
origin, of the “id” type, and are caused by absorption 
and dissemination of products of metabolism from in- 
fections of various types in other parts of the body. 


i 


Fig. 1.—Areas on palmar surface commonly involved in some 
dermatoses. 


Id Reactions to Fungi: Perhaps the most typical 
example of the id phenomenon is the dermatophytid 
resulting from dermatophytosis on some other part of 
the body. An active fungous infection of the feet will 
often give rise to vesicular eruptions on the palmar 
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surfaces of the fingers and hands. On examination of 
the feet in acute cases, a fungal etiology may be ob- 
vious. In others it may be necessary to take scrapings 
of suspicious lesions on the feet and culture them on 
Sabouraud’s medium or treat them with potassium 
hydroxide and examine under the microscope for fun- 
gal elements to establish the etiology. Similar tests of 
materials from the hand lesions will be negative in 
these cases. 

Appropriate treatment is aimed at the fungous in- 
fection of the feet, e. g., with cold soaks of aluminum 
acetate (Burow’s) solution, 1:20, for one-half hour twice 
a day during the vesicular phase, followed by benzoic 
and salicylic acid (Whitfield’s) ointment, one-fourth 
or one-half strength. Clearing of feet and hands will 
occur, despite the fact that the latter were not treated. 

Id Reactions to Bacteria: Bacterial infections of 
teeth, tonsils, sinuses, cervix, or prostate may produce 
id-type vesicular eruptions on the hands, which usually 
appear on the thenar and hypothenar eminences. This 
diagnosis can be supported by finding evidence of in- 
fection from physical examination, x-ray studies, an 
elevated white blood cell count, or an increased sedi- 
mentation rate. Positive reactions to intradermal tests 
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Fig. 2.—Areas on dorsal surface commonly involved in some 
dermatoses. 


with stock bacterials would lend further confirmation. 
Corroborative evidence from the history might reveal 
that the eruptions on the hands occurred at the time 
of an upper respiratory or other infection or that there 
was remission during a period of unrelated antibiotic 
therapy. 

Elimination of the responsible foci of infection 
should cause a disappearance of the bacterids from the 
hands. In some instances I have found the use of an 
autogenous vaccine made from material obtained from 
the focus of infection to be of great help in treatment. 

Id Reaction to Chemicals: The absorption and dis- 
semination of products from a chemical sensitization 
dermatitis of the feet, for example, may also produce 
id reactions on the hands. Elimination of the exposure 
to the chemical, which may be a dye or other com- 
pound in a particular pair of shoes, will effect a clear- 
ing of the hands.’ 

Dyshidrosis.—In dyshidrosis, small, deep-seated vesi- 
cles are found on the palms and along the sides of the 
fingers. This condition is characterized by sweat re- 
tention or blockage of the sweat ducts. Sweating and 
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factors that influence it such as heat, emotional stress, 
hyperthyroidism, and use of cholinergic drugs and 
stimulants such as coffee, alcohol, and spices are im- 
portant etiological factors. Immersion of the hands in 
hot water with or without rubber gloves may precipi- 
tate or aggravate this condition. 

Symptomatic therapy would include soaking the 
hands in cold aluminum acetate solution, 1:20, and 
topical application of salicvlic acid, 2%, in petrolatum. 
Long-range management could involve psychotherapy, 
avoidance of stimulants, and the use of anticholinergic 
drugs (methantheline [Banthine] bromide or diphem- 
anil [Prantal] methylsulfate). 

Nummular Eczema.—Nummular eczema appears as 
discrete circular patches of vesicles on an erythema- 
tous base on the dorsa of the hands. At times the 
patches show central clearing, making them resemble 
the patches of ringworm. The intrinsic factor respon- 
sible for this disease has not been conclusively dem- 
onstrated. However, there is evidence that foci of 
infection or a virus may be involved. The condition is 
aggravated by cold weather and external irritants. 
Parenteral administration of sulfapyridine and of 
vitamin A_ will often control this disease. Topical 
medication consisting of wet compresses with potas- 
sium permanganate, 1:3,000, or benzalkonium (Zeph- 
iran) chloride, 1:5,000, followed by a shake lotion, 
such as calamine, will give symptomatic relief. 

Atopic Eczema.—The same areas of the hands may 
be involved in atopic eczema as in nummular eczema. 
The patches, however, are not so distinct or circular 
as those of nummular eczema and are more leathery 
and thickened. The thickening is a result of rubbing 
and scratching in response to intense itching. Eosino- 
philia is usual in this condition and there is fre- 
quently, but not always, a history of infantile eczema, 
hay fever, or asthma in the patient or his family. Foods, 
inhalants, and infections are among the causes of this 
condition. Prolonged and careful investigation may 
be necessary to discover the offending agent. 

Investigation of the psyche, of the role of foods by 
use of elimination diets or keeping of food diaries, and 
of the role of inhalants by use of skin tests are all 
indicated. The effect of antimicrobial agents given 
orally or parenterally may give valuable information; 
if improvement occurs after their administration, a 
search for foci of infection should be made. 

Drug Reactions.—Vesicular eruptions on the hands 
have in some instances been caused by the oral or 
parenteral administration of drugs such as penicillin, 
iodides, arsenic. or salicylates. Therapy consists of 
discontinuance of use of the drug and general sympto- 
matic treatment. 


Eruptions of Exogenous Origin 


Contact Dermatitis.—The most frequent causes of 
vesicular eruptions on the hands are environmental 
contactants. Sometimes the history will reveal exposure 
to a known contactant such as poison ivy, formalde- 
hyde, or turpentine. Very frequently, however, the 
offending agent is not so readily apparent and its dis- 
covery may require the skillful observation, interroga- 
tion, and deduction of a Sherlock Holmes. The sources 
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of contactants that are discussed below illustrate how 
diverse are the materials that must be considered in 
isolating the specific etiological agent in a given case. 
Before a causal relationship between a suspected agent 
and an eruption on the hands can be established, it 
is necessary to make adequately controlled patch tests 
or cautious exposure tests. 

Occupational Exposures: Occupational exposures to 
materials such as paints, solvents, metals, plastics, 
drugs, or dyes are immediately suspect. Some less 
usual cases, however, have involved dermatitis from 
colored chalk in school teachers, from local anesthetics 
in dentists, from hair tonics in barbers, and from anti- 
biotics in nurses. | 

Housekeeping: Housekeeping involves exposure to a 
great variety of possible contactants such as insecti- 
cides, furniture polish, disinfectants, floor wax, rubber 
gloves, and cleaning products. In this connection I have 
noted that there is a tendency to blame detergents for 
all cases of dermatitis of the hands in housewives, with 
diagnosis based merely on a history of use. The ma- 
jority of cases of so-called detergent dermatitis or 
detergent burn have been shown by others and myself * 
to be due to factors or agents other than synthetic 
detergents when the patch test and controlled expo- 
sure tests have been properly performed. 

Clothing and Jewelry: Clothing and jewelry may 
act as contactants. Dyes or other compounds in furs, 
fabrics, gloves, or shoes or a metal such as_ nickel, 
chromium, or copper in rings, bracelets, or wrist 
watches may be the agent. 

Hobbies: Hobbies present almost unlimited possi- 
bilities for exposure to cutaneous contactants. Among 
the more common ones are the chemical developing 
solutions used in photography, pigments and solvents 
in painting, clays and glazes in ceramics and woods 
and finishes in cabinet making and “do it yourself” 
maintenance. 

Cosmetics: Cosmetics such as perfumes, antiperspir- 
ants, deodorants, nail polishes, hand lotions, lipsticks, 
and hair preparations have at times caused allergic 
contact dermatitis. 

Food Preparations: Food preparations both in the 
home and in industry can lead to contact dermatitis. 
The juices of a number of citrus and other fruits and 
of vegetables such as celery, onions, parsnips, as well 
as spices and condiments, have been sources of con- 
tactants. 

Topically Applied Medicaments: Topically applied 
medicaments are important sources of cutaneous sensi- 
tizers, particularly those containing local anesthetics, 
mercurials, antihistaminics, sulfonamides, and antibi- 
otics. 

Weeds and Plants: Weeds and plants, including 
some house plants, are common causes of contact 
dermatitis. Poison ivy, primrose, and chrysanthemums 
are familiar examples. 

Source of Contactant.—To help obtain clues as to 
the possible source of the contactant in a specific case, 
the history should include, among other things, infor- 
mation regarding the following items. 1. The occupa- 
tion of the patient: The patient may be exposed to 
known irritants and sensitizing agents on the job. 
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2. Site of onset of the initial eruption: Site of onset can 
be an important clue as to where and how the material 
came in contact with the skin. An eruption limited to 
the area covered by a wrist-watch band could cast 
suspicion on the metal, leather, fabric, or plastic of 
which the band is made. Areas of contact in grasping 
objects such as a steering wheel, golf club, or paring 
knife will be the only ones involved in the initial erup- 
tion due to sensitivity to some component of these 
objects. An eruption that started under a ring could 
be caused not only by the metals in the ring but also 
by any of a number of materials that the patient 
handled and were trapped under the ring. These 
might include materials that are as diverse as foods, 
paint solvents, furniture polish, cosmetics, or soaps. 
3. Effect of changing environment: Information §re- 
garding the effect of changing environment may help 
to limit the fields of search. If the patient improves 
while away from work, even over week ends, an occu- 
pational exposure is suspected. If the eruption is worse 
on the week end, attention should be focused on 
hobbies and home exposures. 4. Any seasonal variation 
in the disease: An eruption that recurs or gets worse 
each spring could be caused by plants, weeds, or 
pollens, or other exposures specific for this season. 
Eruptions arising in winter months may be traced to 
gloves or equipment used in winter sports. 5. Medica- 
ments used and their effects: The patient may have 
observed that certain medicaments caused a continu- 
ation or aggravation of the dermatitis for which it was 
applied. This could be evidence of sensitivity to some 
constituent of the medicament. 6. Patient’s opinion of 
cause: I have found asking the patient what he thinks 
is the cause of his eruption is often helpful, but the 
information must be used cautiously, The agent he 
suspects can be included among those studied and 
patch-tested. If his opinion is verified, this could mean 
considerable saving of time and effort. 7. Known 
allergies or sensitivities: It is important to inquire re- 
garding known allergies or sensitivities. A patient 
might know, for example, that he is sensitive to mer- 
curials or to certain proprietary products, vet fail to 
give this information until asked. 

Infections.—Certain infections may cause vesicular 
eruptions on the hands. 

Local Bacterial Infections: Local bacterial infections 
are probably not important primary causes of vesicular 
eruptions on the hand. Bacteria often infect vesicular 
eruptions as secondary invaders, however, and then 
influence the further progress of the disease. 

Fungous Infections: Fungous infections are rarely 
found on the hands. In suspected cases microscopic 
examination or culture of material from the lesions will 
establish the diagnosis. 

Yeast or Monilial Infections: Yeast or monilial in- 
fections may involve the webs of the finger interspaces, 
the skin beneath the ring or about the nail (parony- 
chia). In doubtful cases the yeasts may be cultured on 
Sabouraud’s medium or corn meal agar. One of the 
most effective drugs for local application is methylro- 
saniline chloride ( gentian violet) in 1% aqueous solu- 
tion. Exposure of the hands to wet work should be 
avoided. 


VESICULAR ERUPTIONS OF HANDS—JOHNSON 1109 


Herpes: Vesicles of herpes sometimes appear on the 
hands. They tend to be larger and more uniform than 
those in most other hand eruptions and are not too 
difficult to distinguish. 

Scabies: On the hand scabies affects by preference 
the webs of the fingers and the anterior area of the 
wrist. The original lesion or burrow of the female mite 
may be hard to find because of secondary infection and 
the effects of scratching. A history of nocturnal and 
familial pruritus is helpful in a diagnosis of scabies. In 
scabies good therapeutic results are obtained with 
antiscabetic routines, e. g., application of sulfur, 5%, 
with Peruvian balsam, 5%, in petrolatum. 

Physical Allergy.—An eruption on the dorsa of the 
hands that appears or recurs in summer may be due 
to an allergy to sunlight. Recurrence of the lesions on 
reexposure to sunlight is corroborative evidence. 
Avoidance of the particular radiation to which the pa- 
tient is sensitive by means of sun-screening lotions or 
ointments is indicated. Chloroquine or quinacrine 
(Atabrine) has been found helpful in this condition. 
An allergy to cold may also produce lesions on the 
hands exposed to cold weather. The condition can be 
avoided by wearing warm protective clothing. 

Influencing Factors.—There are a number of factors 
that influence eruptions on the hands whether thev 
are of endogenous or exogenous origin. Some of these 
are given below. 

Friction: Friction or mechanical factors may abrade 
the skin and remove sufficient stratum corneum to 
permit easier penetration of skin. Pressure may force 
materials through the skin that would not otherwise 
enter. This minor trauma may be sufficient to trigger 
areas of atopic eczema. 

Xerosis: The dry scaly skin of xerosis is more vul- 
nerable to external irritants than the normal intact 
skin. 

Endocrine Activity: Endocrine activity can be an 
important factor. Many women observe a flare of erup- 
tions on the hands coincident with certain phases of 
the menstrual cycle. Retention of fluid and electro- 
lytes during the cycle is a well-known phenomenon 
and may be the cause, This type of flare can often be 
minimized by oral therapy with diuretics such as am- 
monium chloride or mercurial compounds, and in some 
instances by estrogen therapy. Another manifestation 
of endocrine influence is the predisposition of dia- 
betic patients to yeast infections. 

Avitaminoses: Subclinical avitaminoses may make a 
patient more susceptible to dermatitis. A marked im- 
provement in skin eruptions often foilows the use of 
vitamins A, C, or B-complex. 

Hydration: The degree of hydration is important in 
determining the physical properties of the stratum 
corneum. Rapid dehydration may lead to chapping or 
may aggravate or precipitate episodes of nummular 
eczema. 

Climate: Climate, in addition to influencing the 
degree of hydration of the skin, has other effects. Hot 
humid weather stimulates activity of the sweat glands 
and thus affects dyshidrosis adversely. Sunshine may 
produce eruptions on the hands of susceptible persons. 
Cold weather may exaggerate asteatosis or cause erup- 
tions in a patient with an allergy to cold. 
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Psychic or Emotional Stress: Psychic or emotional 
stress causes exacerbation of a number of vesicular 
eruptions such as dyshidrosis and atopic or nummular 
eczema. Tranquilizing drugs have been found very 
helpful in controlling the stress factor in these condi- 
tions. 

Familial Stigmas: Various familial stigmas may pre- 
dispose to certain dermatoses. Red, thin skin with a 
tendency to sunburn is more prone to vesicular erup- 
tions in general. Atopy, with its associated dermato- 
logical problems, is probably the most common 
familial stigma encountered in practice. 

Diagnostic Procedures.—Some helpful diagnostic 
procedures are patch tests; use of potassium hydroxide 
stain and culture for fungus; search for scabies mite; 
elimination diet and food diary; scratch and intrader- 
mal tests; tests for allergy to cold and light; response 
to therapy with antimicrobial drugs and protectants 
and with sedation); search for foci of infection (x-ray 
studies, complete blood cell count, determination of 
sedimentation rate); and hospitalization. Several of 
these techniques may be sufficiently unfamiliar to re- 
quire further amplification. 

Patch Tests: The patch test is probably the most 
important tool for determining the specific contactants 
in cases of allergic contact dermatitis. However, great 
care is necessary in the conduct and interpretation of 
the tests in order to avoid misleading conclusions. 
Patch tests are made by applying the material at a 
realistic concentration on a gauze or flannel absorbent 
pad to the uninvolved skin, covering it first with an 
occlusive film of cellophane and finally a larger piece 
of adhesive to hold it in place. Patches are left in place 
usually 48 hours, but are removed sooner in case of 
painful reaction. It is unwise to make patch tests with 
suspected contactants during the acute phase of an 
cruption. Care must be taken not to apply the material 
irritating concentrations. 

Materials like soap, synthetic detergents, and house- 
hold cleaners and numerous other substances will pro- 
 uce false-positive reactions even on normal skin under 
ihe exaggerated conditions of the patch test if high 
concentrations are used. Lists of substances for patch 
testing and recommended concentrations have been 
published.'” A good procedure is to make simultaneous 
control tests on normal persons to be sure nonirritating 
concentrations are employed. 

Elimination Diet: The elimination diet is used to 
determine the possible role of foods in certain derma- 
toses. One food at a time is eliminated from the diet 
for a period of 7 to 10 days. If improvement occurs this 
food is restored to the diet in generous quantities to 
see if it will produce a flare. Another procedure is to 
place the patient on one of the well-known elimination 
diets for 7 to 10 days and observe the effect on the 
eruption. If the condition on the hands improves dur- 
ing this period, single foods are added in generous 
quantity to this diet for 48 hours and the effect on the 
skin condition observed. A more convenient device is 
the food diary, in which the patient records the differ- 
ent foods he eats and the moment a change in the 
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eruption occurs. Often a carefully kept diary over a 
two-week period will reveal a regular occurrence of a 
bad effect 24 to 48 hours after eating a certain food. 

Hospitalization: At times it is necessary to resort to 
hospitalization to determine a diagnosis. It is interest- 
ing to see how often patients will improve after two or 
three days with minimal treatment. When this happens 
it usually indicates that something in the patient's 
environment or activities is at fault. 

Therapy.—l| have mentioned therapy frequently 
in connection with the foregoing discussion. However, 
some general statements seem worthwhile. A guiding 
principle in dealing with vesicular eruptions of the 
hands is to use the mildest form of therapy consistent 
with good results. The wisdom of this conservatism is 
brought home each time I see extensive or generalized 
eruptions resulting from the too energetic treatment 
of rather simple conditions. Some general directions 
for therapy are given below. Therapy can be instituted 
immediately and before the etiology of the dermatitis 
is determined, since it will not interfere in the subse- 
quent diagnostic procedures. 

For Moist and Oozing Skin: Cold, wet, open com- 
presses of aluminum acetate solution, 1:40, epsom 
salts, or oatmeal applied for one hour four to six 
times daily will give relief to moist and oozing skin 
and remove accumulated exudations and previously 
applied medicaments. For infected lesions, silver ni- 
trate, 1:1,000, or benzalkonium chloride, 1:5,000, are 
the solutions of choice. If the lesions are malodorous, 
potassium permanganate solution, 1:3,000, is helpful. 
The compresses are kept wet by removing the band- 
age, soaking it in the solution, and replacing it rather 
than adding solution to the bandage on the hand. Do 
not cover compresses with a plastic or rubber sheet. 
After the compresses are removed, plain tale or a 
shake lotion (calamine) is applied. If edema is present, 
elevation of the hands on Buerger boards is beneficial. 
When secondary infection is present, antimicrobial 
drugs such as penicillin, erythromycin, tetracycline 
(Achromycin), or sulfonamides may be given cautious- 
ly parenterally, but never topically. For control of 
pruritus and effects of allergen absorption, antihista- 
minics may be given orally. 

For Skin in Dry State: After weeping and edema 
have subsided emollient salves or pastes may be ap- 
plied to the non-oozing skin, e. g., zinc oxide ointment, 
zinc oxide (Lassar’s) paste, or calamine liniment. In 
some cases x-ray therapy will bring about improve- 
ment after prolonged topical and oral therapy. As 
soon as improvement is noted, x-ray exposure is dis- 
continued and repeated only in case of relapse. 


Summary 


Agents that can cause vesicular eruptions of the 
hands are many and diverse. They may be of exoge- 
nous, endogenous, or psychic origin. Certain clues and 
criteria have been found helpful in establishing 
an accurate diagnosis, such as the site of initial 
lesions, time of appearance, response to therapeutic 
agents, and results of patch tests and specific labora- 
tory procedures. Conservative management of all vesic- 
ular eruptions of the hands is recommended. The 
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effort expended in arriving at the correct diagnosis is 
repaid by the excellent results that usually follow 
specific rather than only general therapeutic measures. 
1300 University Ave. (6). 
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TREATMENT OF HEADACHE 
Arnold P. Friedman, M.D. 


Hl. Houston Merritt, M.D., New York 


Recent advances in the understanding of the mech- 
anism of headache have improved the physician's 
ability to use pharmacotherapy effectively in the treat- 
ment of chronic headache. It is the purpose of this 
paper to review our expericnces during the past 10 
vears with over 5,000 patients and to evaluate the 
response of these patients to the administration of 
a large number of chemical agents. Because the 
pharmacological treatment of headache is such a vast 
subject, this report will be limited to some general 
considerations in therapy and specific suggestions for 
those types of headache that are most frequently seen 
by the general practitioner. 

Evaluation of the clinical results in the treatment 
of chronic headache with chemical agents is a difficult 
problem, for we are dealing with pain, which is a 
subjective response, the emotional reaction associated 
with pain, and the threat of any svinptom related to 
the head. 

The object of treatment is twofold: to alleviate the 
pain of an immediite attack and to relieve the under- 
lving cause, thereby preventing subsequent attacks. 
The selection of suitable therapy depends on correct 
diagnosis, which requires that the physician have a 
basic knowledge of the underlying nhysiclogical and 
psychological mechan’sms associated with the head- 
ache. The taking of a detailed history and the making 
of a thorough physical 2nd neurological exanv nation 
are essential, The making of a complete blood cell 
count and serclogic test, urinilysis, and rocnteenogra- 
phy of the head are done routinely, In some patients, 
ophthalmological exam‘netion, electroencephalogra- 
phy, blood chemistry studies, metabolic determina- 
tions, spinal fluid examinations, and arteriography or 
air-encephalography are indicated. Occasionally, al- 
lergy studies and ear, nose, and throat examination 
may be of aid in diagnosis. A carefully made study of 
the personality usually provides considerable informa- 
tion that can be useful in the management of the pa- 
tient and often discloses significant causal factors. 


From the Department of Neurology, Columbia University, 
College of Physicians and Surgeons, and the Headache Unit, 
Division of Neurology and Psychiatry, Montefiore Hospital. 

Read betore the Section on Nervous and Mental Diseases at 
the 105th Annual Meeting of the American Medical Associa- 
tion, Chicago, June 13, 1956. 


* Over 5,000 patients having the symptom of chronic 
headache were evaluated for their therapeutic re- 
sponse to many various drugs (e.g., analgesics, 
sedatives, stimulants, antihistaminics, vitamins, and 
hormones). At present, the best method of drug 
evaluation is the use of the double-blind technique, 
in which a placebo and two or more therapeutic 
agents are administered to a group of untrained 
subjects. The selection of suitable therapy for the 
treatment of headache depends on the correct 
diagnosis, which includes the associated emotional 
tension and anxiety. 


General Considerations 


The aim of pharmacological treatment is to relieve 
svinptoms by (1) raising the threshold of pain, (2) 
interrupting the mechanism producing pain, and (3) 
reducing the emotional tension and anxiety associated 
with the pain. However, there are many factors that 
influence the results of treatment with chemical 
agents.’ Such factors are both pharmacological and 
psychological. Among those factors related to taking 


of the drug itself are the importance of dosage, timing, 


mode of administration, tolerance, accumulative action, 
and the individual idiosyncrasy of the patient. Among 
the psychological factors are the patient-physician re- 
lationship, which includes, among other things, the 
attitude of the physician toward the medicine given 
and the length and frequency of the interviews with 
the patient. The persen-lity of the patient, environ- 
mental factors, and the svmbolism of medication to 
the patient are also factors influencing the results with 
drug treatment. To some patients, the taking of a med- 
icament is a sign of weakness or punishment for ag- 
gression; to others, it is a symbol of love, affection, or 
some mystical power. Occasionally the dispensing 
pharmacist may unfavorably influence the results of 
treatment. An ill-advised remark about the medica- 
ment or the symptoms may alarm the patient and 
reduce the effectiveness of the medicament. Unfortu- 
nately, this is not a rare occurrence. 


Methods of Drug Evaluation 


A completely accurate method of evaluating drugs 
used in the treatment of headache is unknown. The 
best method of drug evaluation is the use of the 
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double-blind technique, in which a placebo and two 
or more therapeutic agents are administered to a 
group of untrained subjects. During the course of the 
experiment, all of the subjects should receive, in ran- 
dom order, the placebo and the therapeutic agents. 

Evaluation of the results of treatment with drugs 
can be made on two bases, subjective and objective. 
Subjective results of the administration of a medica- 
ment are determined from the report of the patient, the 
report of his family or friends, and a statistical analvsis 
of these reports. Unfortunately, there are no entirely 
satisfactory methods of objectively evaluating the re- 
sults of the treatment of a predominately subjective 
svmptom such as headache. The use of pulse-volume 
tracing, electromyography, and other procedures may 
be of help in interpreting the results of treatment. The 
subjective response of the patient is the chief, although 
not an entirely satisfactory, criterion for evaluation. 
When the test is made under controllable conditions. 
an acceptable degree of accuracy can be achieved. 
It must always be remembered that the reaction to 
the pain, as well as the original sensation of pain, is 
being evaluated. This may explain how placebos. 
which are therapeutically inert and cannot be expected 
to affect the original sensation of pain, can produce 
in amelioration of the svmptoms by causing a change 
in the patient's reaction.” 


Results of Pharmacotherany with Specific Agents 


In this section, no attempt will be made to discuss 
the treatment of headache as it appears with all tvpes 
of clinical disorders, but rather emphasis will be given 


to those types of headache that the clinician is most 
likely to encounter in his practice. The drugs com- 
monly used in the treatment of headache can be 
grouped into several categories: analgesics, sedatives, 
anticonvulsants, stimulants of the central nervous 
system, drugs acting directly on the blood vessels— 
vasodilators and vasoconstrictors, histamine and anti- 
histamine agents, diuretics. vitamins. hormones, and 
drugs acting on the autonomic nervous system. There 
is far from complete agreement as to the indications 
for the use of these drugs, and a full discussion of 
the subject is beyond the scope of this paper. How- 
ever, we will discuss the more important categories 
of drugs used in the treatment of headaches. A partial 
list of the drugs that we have used, either alone or in 
combination, includes: analgesics—acctvlsalievlic acid, 
acetophenetidin, and codeine sulfate; sedatives—amo- 
barbital sodium, phenobarbital, isobutvlallvlburbituric 
acid, chlorpromazine, meprobamate, and reserpine; 
anticonvulsants—diphenvlhvdantoin sodium; stimu- 
lants of the central nervous svstem—dextro ampheta- 
mine sulfate and catleine; vasoconstrictors—ergotamine 
tartrate, dihydroergotamine, isometheptene, and cyclo- 
pentamine hydrochloride; vasodilators—aminophylline, 
nicotinic acid, amyl nitrite, and papaverine; histamine; 
antihistamines—chlorpheniramine maleate and _tripel- 
ennamine citrate; diuretics—acetazolamide and am- 
monium chloride; vitamins—thiamine hydrochloride, 
eyanocobalamin, and ascorbic acid; hormones—testos- 
terone propionate and estradiol benzoate; antispas- 
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modics—belladonna alkaloids; and drugs affecting the 
autonomic nervous svstem—dihydrogenated ergot alka- 
loids and neostigmine methylsulfate. 

Analgesics.—There are two general types of anal- 
gesics in clinical use. These are the nonaddicting 
or antipyretic and the addicting or opiate analgesics. 

Antipvretic Analgesics: The most practical and use- 
ful analgesics used in the treatment of headaches are 
the antipyretic coal-tar derivatives, such as acetylsali- 
evlic acid and acetophenetidin. They act by raising 
the threshold of pain, possibly through depression 
of pain centers in the thalamus. Given in therapeutic 
doses, these drugs do not cause mental disturbances, 
anesthesia, or changes in the level of sensation. The 
types of pain relieved by the antipyretics are of low 
intensities. such as those complained of by the sufferer 
from occasional headache or from those associated 
with mild periods of stress, physical or emotional. 

Certain techniques, particularly those of Hardy, 
Wolff. and Goodell." show that acetylsalicylic acid 
elevates the threshold of pain half as much as does 
morphine. Other investigators have not been able to 
demonstrate any effect on the threshold of pain in 
animals or man. All analgesics have a ceiling bevond 
which no additional increase in the threshold of pain 
is obtained. A maximum analgesic action may be 
secured by the administration of relatively small doses, 
such as 0.6 gm. of acetylsalicylic acid or acetophe- 
netidin. The duration of the action may be prolonged 
by the administration of frequent doses. The administra- 
tion of combinations of analgesic drugs does not have 
an additive effect, the ultimate threshold being that of 
the most active component (i. e., the administration of 
codeine and acetvisalicvlic acid raises the pain thresh- 
old only to the level obtained with codeine). Anal- 
gesics do not potentiate the hypnotic action of the 
barbiturates, but the barbiturates potentiate the action 
of analgesics. 

The most frequently used drugs in the treatment of 
headaches are the salicylates. They are of value in 
the occasional headache and the types of chronic 
headache that are moderate in their intensity. Used 
alone or in combination with caffeine, they are the 
most effective and least noxious of the popular reme- 
dies. They are, however, of limited value in the 
treatment of severe headaches. 

Opiate Analgesics: The addicting or opiate anal- 
gesics are used for the relief of severe pain as well as 
for their sedative action. Hewever, the use of the 
morphine or synthetic drugs, such as meperidine 
hydrochloride, methadone hydrochloride, and others, 
is not indic*ted in the treatment of chronic headache 
because of the possibility of addiction. 

Codeine (methylmorphine ) possesses much_ less 
analgesic potency than does morphine, but it is an 
effective, relatively sate analgesic drug for the treat- 
ment of severe headache. Although both tolerance and 
addiction trom continuous use have been recognized, 
these conditions are uncommon. Codeine is admin- 
istered as a phosphate or sulfate. It may be given orally 
or parenterally. It is especially useful for the manage- 
ment of headache caused by inflammation of cranial 
structures, as in meningitis and subarachnoid hemor- 
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rhage, or by space-occupying intracranial lesions. 
Combined with acetylsalicylic acid, codeine is a com- 
mon remedy for many types of headache, but it is 
of little value in the treatment of migraine at the 
height of an attack. It is of value in cases of migraine 
in which the headache has been present long enough 
for the vessels to become edematous and firm or in 
which spasm of skeletal muscle has ensued. 

Hypnotics and Sedatives.—As ordinarily used, the 
hypnotics and sedatives cannot control the pain dis- 
comfort of severe or persistent headache, and they are 
usually combined with analgesics to be effective. Such 
a combination is particularly effective in the sympto- 
matic treatment of headaches due to tension (muscular 
contraction ). The condition of habituation to the bar- 
biturates parallels alcoholism and narcotic addiction 
in certain respects. 

Recently there have been extensive reports in the 
literature on the value of chlorpromazine, reserpine, 
and meprobamate in the treatment of headache." It is 
our belief that the reports published to date are too 
limited and that the studies lack sufficient controls to 
evaluate fully the effectiveness of these drugs in the 
treatment of headache. 

Preliminary results in a previously reported study by 
one of us * on the use of reserpine in 500 patients with 
chronic headache indicate that considerable improve- 
ment was obtained in patients suffering from head- 
aches associated with hypertension, moderate improve- 
ment in those with tension headaches, and no 
improvement in patients with migraine. 

The antiemetic action of chlorpromazine makes it 
useful for treatment of nausea during a migraine at- 
tack. In patients with headache due to tension, it may 
be helpful prophylactically because of its quieting 
effect. Meprobamate (Miltown) is a_ tranquilizing 
agent that acts only on the central nervous system. 
The results in the present study in treatment of head- 
ache with this drug have been encouraging, but not 
as dramatic as those reported in the literature. Pre- 
liminary studies indicate that it is an effective tran- 
quilizer. Final evaluation of the effectiveness of this 
drug in patients with chronic headache can only be 
made after long-term controlled studies. 

Anticonvulsants.—A small number of those patients 
with migraine respond well to methionine, me- 
thylphenylethylhydantoin (Mesantoin) or diphenyl- 
hydantoin (Dilantin) given prophylactically. This 
limited group consists of patients who have an aura 
of aphasia, paresthesia, or hemiplegia prior to the onset 
of headache and an abnormal electroencephalogram. 
In certain other patients who have a family history of 
migraine and epilepsy and who, on electroencephalo- 
graphic examination, show an abnormal brain wave 
with spiked patterns, the use of certain anticonvulsive 
drugs is of value in reducing the frequency, severity, 
and duration of the headache. 

Stimulants of the Central Nervous System.—The 
most common stimulants of the central nervous system 
used in the treatment of headache are caffeine and 
amphetamine. Laboratory studies have indicated that 
amphetamine (Benzedrine) sulfate and dextro am- 
phetamine (Dexedrine) sulfate are similar in their 
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peripheral effects, but the action of dextro ampheta- 
mine sulfate on the central nervous system is one and 
one-half to two times as pronounced as that of am- 
phetamine sulfate. Hence, in the treatment of head- 
ache, dextro amphetamine sulfate is used in preference 
to amphetamine sulfate. When dextro amphetamine is 
combined with one of the salicylates, they make an 
effective analgesic-stimulant combination. Dextro am- 
phetamine sulfate is of value in the treatment of 
headache due to hangover. An injection of ampheta- 
mine sulfate is sometimes of value in an occasional 
case of migraine, particularly when the attack is asso- 
ciated with depression. The vasoconstrictor effect of 
both dextro amphetamine sulfate and amphetamine 
sulfate is exceedingly transitory, and it is necessary to 
combine either of these with one of the ergot com- 
pounds for prolonged symptomatic effect. 

The hormone epinephrine, which is an_ effective 
stimulant of the central nervous system, the autonomic 
nervous system, and tissues in general, has little use 
in the treatment of headache except when the head- 
aches are associated with a specific allergic reaction. 
In such cases, epinephrine may be of value in relieving 
the acute manifestations and, in turn, the headache. 
Of direct therapeutic use are its synthetic congeners, 
namely, ephedrine and like agents, particularly in 
headaches associated with disorders of the nasal mu- 
cosa and turbinates. Headaches associated with disease 
of the nasal and paranasal sinuses frequently are re- 
lieved by the intranasal application of a vasoconstrictor 
agent that opens the nasal passages. 

Caffeine, a methylated xanthine, is a powerful stim- 
ulant of the central nervous system. Caffeine also acts 
directly on the musculature of the cerebral arterioles 
and produces an increase in cerebrovascular resistance 
with an accompanying decrease in cerebral blood 
How. This action has been substantiated by Shenkin 
and Novack, and it is interesting to note that they 
found few agents other than carbon dioxide and pa- 
paverine in adequate doses with any real ability to 
dilate the cerebral vessels and increase blood flow. 
It has been hypothesized and proof seems to exist that 
caffeine does produce constriction rather than dilata- 
tion of the cerebral vessels. This may account for some 
of its value in the treatment of headaches of vascular 
origin. 

Caffeine is employed alone in the treatment of post- 
lumbar headache and is combined with an analgesic, 
such as salicylate, in the treatment of the ordinary, 
“garden” variety of headache. We have found caffeine, 
used in combination with acetylsalicylic acid, aceto- 
phenetidin, and isobutylallylbarbituric acid, to be one 
of the most effective medicaments for the symptomatic 
treatment of headache due to tension.” In combination 
with ergotamine tartrate, caffeine is effective in the 
symptomatic treatment of migraine. It is of interest 
that the withdrawal of caffeine from patients taking 
large amounts may result in the onset of headache. 
This can be relieved by the administration of caffeine.“ 

Drugs Acting Directly on Blood Vessels.—Of the 
drugs in the xanthine group, caffeine is the most effec- 
tive in the treatment of headache; it is discussed under 
the stimulants of the central nervous system. The 
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administration of the nitrites has recently been sug- 
gested as a provocative test in patients with migraine 
because the administration of nitrites to patients sub- 
ject to migraine may precipitate a headache. The value 
of the administration of the nitrites in this way is lim- 
ited; positive results are obtained in only 50% of the 
patients with migraine. Nitrites have been used in the 
treatment of headache associated with cerebral arterio- 
sclerosis because it has been assumed that they will 
increase collateral circulation in the brain. Our experi- 
ence indicates that the nitrites are of no value in the 
treatment of headaches associated with arteriosclerosis. 

Histamine.—Histamine is a product of the decar- 
boxilation of the amino acid histadine, which is present 
in all complete proteins. It affects almost all tissues, 
may stimulate smooth muscle, and may produce dila- 
tation of the capillaries, which in some instances is 
extended to arterioles (other portions of the vascular 
tree are, in general, constricted ). Histamine stimulates 
glands, including the gastric glands and the adrenal 
medulla. 

Horton and co-workers,” in 1936, described a type of 
headache that he now calls “histamine caphalagia.” It 
is quite similar to the syndrome described earlier by 
Harris '" as ciliary or migrainous neuralgia and de- 
scribed more recently by Gardner and co-workers '' 
as greater, superficial petrosal neuralgia. The distine- 
tive characteristic of this headache makes it easy to 
recognize clinically. The assumption was that this 
tvpe of headache was due to the release of histamine 
and that tolerance to histamine could be obtained by 
its repeated administration. Patients with this type of 
headache were treated by Horton and co-workers with 
subcutaneous injections of histamine, and their favor- 
able reports led to an extensive trial of this treatment 
in other types of headache. In the past 15 years, how- 
ever, the administration of histamine has not, in the 
hands of most investigators, yielded encouraging re- 
sults in the treatment of migraine and other types of 
vascular headache. 

Antihistaminics.—Antihistaminics, such as chlorphen- 
iramine (Chlor-Trimeton) maleate, are, in our ex- 
perience, of value in a limited number of patients 
with headache. These patients usually have headaches 
associated with an allergic manifestation, such as 
vasomotor rhinitis. It is recognized, however, that 
allergic manifestations are prone to cyclic changes and 
periodicities that may make it difficult to evaluate the 
efficacy of any form of therapy. In an occasional case 
of migraine, the antihistaminics produce some results 
when used symptomatically or prophylactically. In 
these cases in our study the action was by no means 
consistent. Dimenhydrinate (Dramamine ), in our ex- 
perience, has not proved effective in the treatment of 
migraine. 

Drugs Affecting Water and Electrolyte Metabolism. 
—We have replaced the blood fluid of patients with 
rapid intravenous infusions of a 5% solution of dextrose 
in water and studied the response to exogenous anti- 
diuretic hormone (aqueous solution of vasopressin 
[Pitressin]) and to endogenous antidiuretic hormone 
that was released in response to injections of nicotine.’* 
None of the patients developed headaches during or 
subsequent to the tests. Our experience and that of 
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others suggests that fluid and electrolyte changes in 
patients with vascular headaches are an associated 
phenomenon and not a causal factor."* 

In spite of the negative experimental evidence, the 
use of various diuretics is worthy of trial in patients 
with a history of rapid weight gain prior to onset of 
headaches. Acid diuretic salts, such as ammonium 
chloride, urea, and a group of diuretics that have been 
introduced recently, such as acetazolamine ( Diamox ), 
have been used. In our experience, the administration 
of acetazolamine has been reasonably successful in a 
small number of patients. Calcium gluconate and po- 
tassium chloride have also been given to patients pro- 
phylactically and symptomatically. Neither of these 
medicaments is of proved value in the treatment of 
migraine and other types of vascular headache. In an 
occasional case, calcium gluconate is valuable in tem- 
porarily relaxing the spasm of the neck muscles. 

Patients with headache associated with increased 
intracranial pressure have been temporarily relieved 
by the use of hypertonic solutions of glucose and su- 
crose. This tvpe of headache is due to brain edema 
and traction on the pain-sensitive structures intra- 
cranially. 

Vitamins.—Vitamins, particularly nicotinic acid and 
cevanocobalamin (vitamin B,,), have been exceedingly 
popular agents in the treatment of headache. Our 
experience with the administration of these vitamins 
in large amounts parenterally or orally in a large series 
of patients has been uniformly discouraging. 

Hormones.—Endocrine therapy has at times occu- 
pied a prominent place in the treatment of headache. 
There are numerous reports in the literature of the 
beneficial effect of the administration of estradiol 
(Progynon) or testosterone propionate in the treat- 
ment of migraine, but, in our hands, the use of these 
hormones has not been of much value. 

It has been considered that both migraine and ten- 
sion headaches may be due to stress reactions; hence, 
the administration of cortisone acetate or corticotropin 
(adrenocorticotropic hormone ) has been suggested in 
the treatment of these types of disorders. Occasionally 
these hormones will interrupt a histamine headache 
before its clinical termination, but otherwise we have 
not found them to be useful. 

A readjustment of hormonal balance occurs during 
the menopause. The ovaries cease to function, and 
the follicular and luteal hormones are no longer se- 
creted. This deficiency causes an increase in the pro- 
duction of follicle-stimulating hormone by the anterior 
pituitary. The administration of estrogens by mouth 
is of value in a few patients with headaches associated 
with the menopause. Estrogens are also helpful when 
used in combination with small amounts of androgens. 
The smallest dosages that are capable of controlling 
the symptom should be used, and therapy should be 
intermittent. The indiscriminate use of estrogens 
should be avoided in these patients because their head- 
aches are usually related to emotional tension and can 
be relieved by supportive psychotherapy and by the 
conservative use of analgesics and sedatives. 

Drugs Acting on Autonomic Nervous System.— 
Drugs that act on the autonomic effectors might be 
expected to be particularly effective in the treatment 
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of vascular headaches. With few exceptions, however, 
these drugs have proved disappointing; hence our dis- 
cussion of this group of drugs will be brief. 
Cholinergic Drugs: Neostigmine ( Prostigmin ) meth- 
visulfate is a drug that stimulates the structures in- 
nervated by the cholinergic (parasympathomimetic ) 
nerves. Its alleged benefits in the treatment of mi- 
graine, post-traumatic, and other types of vascular 
headaches have not been substantiated by our ex- 
perience. In patients with headaches associated with 
glaucoma, it is of value. The drug is instilled in the 
conjunctival sac to reduce intraocular tension. 
Adrenergic Drugs: Ergot is a fungus (Claviceps 
purpurea) growing in the grain of cereals and is ob- 
tained from rye. All ergot alkaloids are derived from 
lysergic acid and are related chemically. Although 
ergot alkaloids that contain a polypeptide side-chain, 
as in ergotamine tartrate and ergotoxine, have a sig- 
nificant adrenergic blocking action, it is doubtful that 
this action is prominent at the dosage levels used in the 
treatment of headache. Hydrogenation decreases the 
ability of all natural alkaloids to stimulate smooth 
muscle and increases their adrenergic blocking activ- 


TABLE 1.—Results in 2,511 Patients with Migraine of 
Symptomatic Treatment with Twenty-eight Agents 


lnprovement, 
Therapy % 
Most effective categoriest 
Vasoconstrietors 
Ergotamine tartrate plus 
Ergotamine tartrate caffeine and a preparation 
of belladonna alkaloi 
Analgesic, sedative, aa thaliana of central 
nervous system 


* Categories of drugs used include analgesics, antispasmodies, stimulants 
of the central nervous system, sedatives, svmpatholyties, vasoconstrictors, 
and vasodilators. 

+ The highest percentage of symptomatic relief is obtained by early and 
adequate administration of ergotamine tartrate and eaffeine alone or com- 
hined with antispasmodies and or sedatives. When the drugs were used in 
various combinations, the results were not significantly better for any one 
combination or for oral or reetal routes of administration. 


itv. It is interesting to note that, in the treatment of 
migraine, the hydrogenation of ergot alkaloids, which 
increases adrenergic blocking activity, reduces the 
effectiveness. 

Studies by Schumacher and Wolff '* have demon- 
strated that vasodilatation rather than vasoconstric- 
tion dominates during an attack of migraine. These 
studies further suggest that ergotamine acts by pro- 
ducing vasoconstriction and that sympathetic blockage 
does not predominate. The benefit that ensues after 
the taking of ergotamine is probably due to its con- 
strictor effect on the smooth muscles of the blood 
vessels and a decrease in amplitude of their pulsations. 
This is particularly noticeable in the circulation in the 
external carotid artery. In those patients who tolerate 
ergotamine tartrate poorly, the use of dihydroergota- 
mine methane sulfonate (D.H.E. 45) is indicated. 
Ergotamine tartrate is also recommended for sympto- 
matic treatment of other types of vascular headaches, 
including atypical facial neuralgia, erythromelagia, 
and other variants of migraine. 
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Results of Pharmacotherapy in Specific 
Headache Entities 


Migraine.—In the symptomatic treatment of 2,511 
patients with migraine, a 73 tartrate proved to 
be the most useful drug (table 1). The highest per- 
centage (83%) of patients with symptomatic relief is 
obtained by early and adequate administration of 


Taste 2.—Results in 1,644 Patients with Migraine of 
Prophylactic Treatment with Twenty Agents 


lnprovement, 
Therapy % 


Most effective catere st 
Sympatholy tic nated ergot alkaloids)........ 65 
Antispasmodic plus sedative and vasoconstrietor........ 
Analgesic plus sedative and stimulant of central 


Categories of drugs used include analgesics, antihistamines, antispas- 
modies, stimulants of the central nervous system, histamine, hormones, 
sedatives, sympatholyties, vasoconstrictors, vasodilators, and vitamins. 

+The nonspecificity of any of the agents in these various forms ot 
therapy is suggested by the high degree of correlation of the results ob- 
tuined with different categories with the nonsignificant differences from our 
most recent placebo study. 


ergotamine and caffeine, alone or combined with anti- 
spasmodics and/or sedatives. When the drugs were 
used in various combinations, the results (77% ) were 
not significantly better for any one combination or for 
oral or rectal routes of administration. Using the rectal 
route of taking the medicament and combining anti- 
spasmodics with the ergotamine and caffeine fre- 
quently reduced the severity of the side-effects. Oral 
administration of ergotamine tartrate gave good results ° 
in 50% of the patients, but, when given parenterally, 
this drug or dihydroergotamine was effective in 80%. 
It should be noted that other vasoconstrictors were 
slightly less effective in the treatment of an attack of 
migraine than analgesics and sedatives. 

Attempts to lessen the frequency of attacks of mi- 
graine in 1,644 patients by pharmacotherapy were 
made. The frequency and/or severity of the attacks 
were decreased significantly in 54% of the patients, 
with the various types of therapy including the admin- 


Taare 3.—Results of 1,082 Patients with Headache due to 
Tension of Symptomatic Treatment with Four Agents 
Improvement, 
Therapy % 
Total of all drugs tested* 


Most effective categoriest 
Analgesie plus sedative and central nervous 
lacebo 


Categories of drugs used include analgesics, antispasmodies, stimulants 
o! the central nervous system, sedatives, vasoconstrictors, and vitamins 
+ Analgesic or sedatives when used alone are significantly less effeetive 
than when used as a combination, Attention is called to relief from the ad- 
ministration of placebo in 55% of the patients. 


istration of sympatholytics, antispasmodics plus a 
sedative or a vasoconstrictor, analgesics plus a seda- 
tive, and histamine (table 2). The nonspecificity of 
any of the agents in these various forms of therapy is 
suggested by the high degree of correlation between 
the results obtained with different categories of drugs 
and the nonsignificant differences from our most recent 
placebo study (50% improvement ). 


> 
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Headache due to Tension.—Symptomatic relief from 
headache due to tension was secured in 67% of 1,082 
patients (table 3). The most effective therapy was the 
administration of a combination of an analgesic, seda- 
tive, and caffeine (effective in 71%). When used alone, 
analgesics or sedatives are less effective (56%) than 
when used in combination. Attention is called to the 
relief obtained from the administration of placebos in 
55% of the patients. 


Tasre 4.—Results in 2,185 Patients with Headache due to 
Tension of Prophylactic Treatment with Twenty-two Agents 


lprovement, 
Therapy % 


Most effective categoriest 
Analgesic plus sedative and stimulant of central 
Antispasmodie plus sedative and 


Placebo ‘ 
*Cateyvories of drues used include analvesies, antihistamines, stimulants 
ot the central nervous system, hormones, sedatives, vasoconstrictors, and 
Vasodilators 

+The nonspecificity of any of the agents in these various forms of 
therapy is suggested by nonsignifieant ditferences of the results obtained 
With different categories and with placebo 


In 2.185 patients treated for the prevention of head- 
ache due to tension by pharmacotherapy, the average 
of the favorable results obtained with all drugs used 
was 56% (table 4). As is apparent from table 4, we 
were impressed by the nonspecificitv of any of the 
agents. The nonsignificant differences of the results 
with each agent and with placebos indicate that the 
patients responded almost equally to any form of 
therapy. The importance of psychological factors in- 
Huencing the results of pharmacotherapy is strikingly 
illustrated in this group. 

Post-traumatic Headache.—A comparison of the et- 
fects of drugs on headaches due to tension and on post- 
traumatic headaches in 500 patients illustrates the 
close relationship between these two types of head- 
ache '° (table 5). In the various categories reported 


Taser 5.—Comparison of Effects of Drugs in 348 Patients with 
Headaches due to Tension and 187 Patients with 
Post-traumatic Headache® 


linprovement,% 


Post 

Therapy Tension traumatic 
ANG SCAATLIVES: 71 70 
$4 


The response in tension and post-traumatie headache to the various 
medicaments was quite similar and emphasizes the close relationship be 
tween these two types ot headache. Data previously reported by Fried- 
man and others.!° 


(analgesics, sedatives, hormones, vitamins, vasodila- 
tors, vasoconstrictors, and placebos), the response 
obtained in patients with these two types of headache 
was quite similar. 

Headache due to Hypertension.—In the treatment 
of headache associated with hypertension, manage- 
ment of the general health of the patient is important. 
The blood pressure should be brought to more normal 


levels, if possible; although there is no evidence to 
indicate that the headaches are related to the height 
of the blood pressure levels. 

The most effective symptomatic treatment is the 
administration of analgesics, such as aspirin or codeine, 
in combination with a sedative. Although ergotamine 
tartrate may prove beneficial in ameliorating some 
hypertensive headaches, its use in hypertensive pa- 
tients is not advisable. Antipressor drugs used for the 
reduction of blood pressure include the methonium 
salts, hydralazine hvdrochloride, dihvdrogenated ergot 
alkaloids, and Rauwolfia serpentina (reserpine). A 
study of a progressive series of patients for a period of 
1S months (see figure) indicates that the frequency 
and severity of attacks were decreased in 77% by ad- 
ministration of reserpine. However, when these results 
are compared with the percentage relieved by the 
administration of a placebo (66%), they are not so 
striking. Our experience with reserpine indicates that 
it may reduce the frequency of headaches for a num- 
ber of months, but in some cases this beneficial effect 
is not maintained. 

Summary 


Relief of the symptoms of an acute attack of mi- 
graine can usually be obtained by the administration 
of ergot derivatives, particularly with a combination 


6 Months 12 Months 18 Months 
Placebo level 66% 
3 3 
> > > 
4 2 2 
a a a 
£ 
Number of Patients 33 50 81 


Graph showing the results of treatment with Rauwolfia alka- 
loid in patients with headache associated with hypertension. 


of ergotamine tartrate and caffeine. Prophylactic treat- 
ment of migraine with drugs alone does not yield 
satisfactory results. The best results in the treatment 
of tension headache are obtained by the use of a com- 
bination of analgesic and sedative drugs. The results 
obtained in the prophylactic therapy of tension head- 
ache with drugs were remarkably similar regardless of 
the form of therapy. Headaches associated with hyper- 
tension responded favorably to drug therapy for short 
periods of time, but the beneficial effects were only 
rarely maintained for more than a few months. 
TLE. 77th St. (32) (Dr. Friedman ). 


Mr. Abraham Siegelaub made the statistical analysis for this 
study, 
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ELECTROMYOGRAPHY AND 
OF NERVES IN 


and 
Edward H. Lambert, M.D., Rochester, Minn. 


Frequent inquiries have been received as to the 
clinical value of electromyography and, on the assump- 
tion that these inquiries may reflect a broad interest 
among physicians, the following appraisal of the clin- 
ical value of electromyography and electric stimulation 
of nerves and muscles is presented. 

Although there are numerous references to the clin- 
ical use of electromyography in the literature,’ the 
procedure has not yet been widely adopted, and we 
are assuming that many physicians may not have first- 
hand knowledge of it. Consequently, a brief review of 
the electrophysiology of muscle contraction and of the 
instrumentation and technique of electromyographic 
testing is included in order to supply a background 
for our clinical appraisal. 

Electrophysiology of Muscle Contraction 

Electromyography is the recording of electric ac- 
tivity associated with the contraction of muscle. The 
electric activity is, for the most part, produced by 
muscle fibers and may be reterred to as muscle action 
potentials or voltages. The action potential of a normal 
muscle fiber originates at the motor end-plate, its ap- 
pearance being triggered by the arrival of a nerve 
impulse at the neuromuscular junction. From the mo- 
tor end-plate the action potential sweeps down the 
muscle fiber in both directions, exciting the con- 
tractile substance in its wake. 


From the Section of Neurology (Dr. Eaton) and the Section 
of Physiology (Dr. Lambert), Mayo Clinic and Mayo Founda- 
tion. The Mayo Foundation is part of the Graduate School of 
the University of Minnesota. 

Chairman’s address, read before the Section on Nervous and 
Mental Diseases at the 105th Annual Meeting of the American 
Medical Association, Chicago, June 13, 1956, 


DISEASES 
OBSERVATIONS ON MYASTHENIC SYNDROME ASSOCIATED WITH MALIGNANT TUMORS 
Lee M. Eaton, M.D. 


ELECTRIC STIMULATION 
OF MOTOR UNIT 


¢ Tracings of electric potentials in voluntary muscle 
can be obtained by inserting needle electrodes. 
Electromyography and related neurophysiological 
techniques are being used with increasing frequen- 
cy and effectiveness in the diagnosis and study of 
diseases of the motor unit (neuromuscular diseases). 
The value of these newer techniques is assessed in 
general and illustrated by specific examples. Cases 
are included to indicate how electromyographic 
data can be used in the diagnosis of carpal tunnel 
syndrome. Also, cases of a new myasthenic syn- 
drome associated with intrathoracic neop!asms are 
described to show the use of electromyography and 
nerve stimulation in distinguishing the syndrome 
from myasthenia gravis. 


Muscle fibers are organized by the motor nerve into 
functional units called motor units, each of which 
consists of a single lower motor neuron and all the 
muscle fibers that are innervated by its branches. Dur- 
ing voluntary contraction, all muscle fibers innervated 
by a single lower motor neuron act together, their 
tiny action potentials summating to produce the larger 
action potential of the motor unit. 

In normal muscle at rest, the motor units are inac- 
tive and electric activity is not detected. During a 
weak voluntary contraction only a single motor unit 
may be active in the vicinity of the needle electrode. 
Its action potential recurs as the muscle fibers of the 
motor unit contract in a rhythmical fashion at a rate 
of 5 to 10 times per second. As voluntary effort in- 
creases, the rate of firing of the motor unit increases 
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and other motor units are recruited, each acting rhyth- 
mically and independently to increase the strength of 
contraction. 


Electromyographic Testing 


Electromyography conventionally consists of record- 
ing the variations of electric potential or voltage de- 
tected by a needle electrode inserted into skeletal 
muscle. This electric activity is displayed on a cathode- 
ray oscilloscope and played over a loud-speaker for 
simultaneous visual and auditory analysis. The ex- 
amination consists of observations made under the 
following three conditions: (1) on insertion or move- 
ment of the needle electrode, (2) while the muscle is 
at rest (relaxed), and (3) while the muscle is volun- 
tarily contracted. Under normal conditions (fig. 1) 
action potentials are evoked on insertion or movement 
of the needle but they persist only little longer than 


NEEDLE INSERTION 


Fig. 1.—Normal electromyogram, consisting of photographs of 
the electric activity of muscle displayed on a_ cathode-ray 
oscilloscope. An upward deflection is produced by a change in 
electric potential of the needle electrode in the negative direc- 
tion. 


the movement itself. As mentioned previously, electric 
activity is absent when the needle and muscle are at 
rest. On voluntary contraction, motor-unit action po- 
tentials are observed that can be characterized by their 
size and shape, number, and rhythmicity and rate at 
which they fire relative to the strength of contraction. 

Let us consider the abnormalities that may be de- 
tected under the three conditions of examination and 
some of the features that are more important clinically. 

Observations Made During Insertion or Movement 
of Needle Electrode.—The action potentials evoked by 
injury of the muscle and nerve fibers during insertion 
or movement of the needle electrode have been called 
insertion potentials (fig. 2). Insertion activity is par- 
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ticularly striking in myotonia and is distinguished by 
prolonged trains of spikes and positive waves of high 
frequency, which wax and wane in amplitude and 
frequency. However, abnormal irritability of muscle is 
manifest to lesser degrees in other conditions, for ex- 
ample, in denervated muscle and in conditions char- 
acterized by rapid degeneration or regeneration of 
muscle fibers, such as may occur in polymyositis. A 
marked reduction of insertion activity occurs when 
muscle fibers are severely disintegrated or, for exam- 
ple, when they become inexcitable in a severe attack 
of periodic paralysis. 

Observations Made While Muscle Is at Rest.—After 
insertion of the needle and study of insertion activity, 
the muscle is studied at rest. Although with complete 
relaxation under normal conditions the muscle is silent 
and without electric activity, under abnormal condi- 
tions two principal types of discharges may be de- 
tected, namely, fibrillation and fasciculation potentials. 

Fibrillation potentials (fig. 3) are the smallest po- 
tentials observed in electromyography. Their size is 
consistent with the view that they are the action 
potentials of single muscle fibers. They are observed 
regularly in denervated muscle, beginning two to 
three weeks after interruption of the axon and persist- 
ing for a variable time up to many years thereafter. 
However, they cannot be considered pathognomonic 
of lower motor neuron disease in the usual sense, as 
some have believed, since similar potentials are com- 
monly seen in myositis and occasionally, although to 
a lesser degree, in classic cases of muscular dystrophy. 

Fasciculations are a regular feature of anterior horn 
cell disease, such as amyotrophic lateral sclerosis, pro- 
gressive spinal muscular atrophy, and _ progressive 
neuropathic (peroneal) muscular atrophy (Charcot- 
Marie-Tooth disease.) They may occur, nevertheless, 
in association with other diseases as well as in other- 
wise healthy persons. When they occur in healthy per- 
sons, as determined by careful clinical study, and 
when the results of electromyographic examination 
are otherwise normal, we conclude that the fascicula- 
tions are benign. Incidentally, the overwhelming ma- 
jority of patients who seek consultation because of 
benign fasciculations are physicians. Undoubtedly it 
is their special knowledge of the association of fascicu- 
lations and amyotrophic lateral sclerosis that generates 
the anxiety that leads them to consult the neurologist. 
In a way, benign fasciculations may be looked upon 
as one of the occupational hazards of the practice of 
medicine. On the other hand, fasciculations, particular- 
ly those composed of repetitive discharges, character- 
ize the condition known as myokymia. They too may 
be present in otherwise normal persons and in persons 
having tetany, uremia, and thyrotoxicosis and other 
metabolic disorders. 

Observations Made While Muscle Is Voluntarily 
Contracted.—Up to this point in the examination, the 
novice in electromyography may not encounter any 
real difficulty, but the situation changes with electro- 
myographic observations made while the muscle is 
voluntarily contracted. The motor-unit action poten- 
tials resulting from voluntary contraction have certain 
characteristics as to amplitude, duration and shape, 
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number, and rhythmicity and rate at which they fire 
relative to the strength of contraction that determines 
whether they are normal or abnormal (fig. 4). Unfor- 
tunately, these characteristics vary in different muscles 
and in different parts of the same muscle in normal 
persons. Consequently, it is in the interpretation as to 
normality and abnormality of motor-unit action po- 
tentials that great experience is required. Otherwise, 
recognizable abnormalities may escape notice, or, of 
equal importance, pathological significance may be 
attributed erroneously to normal variations in motor- 
unit activity. This is important since differentiation of 
primary muscle disease and neurogenic disease may 
depend largely on the interpretation of motor-unit 
action potentials. 

Motor-Unit Action Potentials: Fortunately for the 
clinician in diagnosis, the motor-unit action potentials 
in disease of the lower motor neuron cells and in pri- 
mary disease of muscle are, as a rule, very dissimilar. 
Often this is true even in cases in which the clinical 
picture is very similar. For instance, jyoryar 
although certain cases of progressive 
neuropathic (peroneal) muscular atro- 
phy and the distal type of dystrophy Hi 
may be confused clinically, the elec- 
tromyographic picture is usually suffi- "NERVE" 
ciently different in the two condi- Ad 
tions that the distinction between 


DISEASES OF MOTOR UNIT—EATON AND LAMBERT 


1119 


portant to the diagnosis of myasthenia gravis and other 
disorders in which a defect in transmission of the 
nerve impulse across the neuromuscular junction may 
occur. Normally, fatigue is characterized electromyo- 
graphically by a progressive reduction in the number 
of motor-unit action potentials without any appre- 
ciable change in the size of the potentials. Unusual 
fatigability of the type seen in myasthenia gravis is 
manifested by a progressive decline and variation in 
the amplitude of successive potentials. 

It is of some clinical importance to know that un- 
usual fatigability of this type is not pathognomonic of 
myasthenia gravis. Similar fatigability can be observed 
at times in amyotrophic lateral sclerosis, poliomyelitis, 
and other conditions. Also, in such cases, electro- 
myographic evidence has been obtained to indicate 
that the defect in transmission accounting for the un- 
usual fatigability may be increased by small doses of 
curare and repaired by therapeutic doses of edro- 
phonium (Tensilon) chloride and neostigmine methyl- 


A 


them is made quite easily. Disease of 
the lower motor neuron cells is charac- 
terized by motor-unit action poten- 
tials of large size and reduced num- 
ber relative to the strength of con- 


DENERVATION 


traction. In primary disease of the 
muscle the very opposite is true; the 
motor-unit action potentials are of 
small size and the number, relative 
to the strength of contraction is in- 


MYOTONIA 


creased, 

These differences in the motor-unit 
action potentials in disease of the 
lower motor neuron cells and in pri- 
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mary myopathy are exactly what 
might be predicted on consideration 
of the pathological aspects of these 
conditions (fig. 5). In disease of the 
muscles. some muscle fibers are lost 
from each motor unit. Consequently, 
the action potentials of the units are 
smaller and more units than are nec- 
essary in normal muscle must fire to 
produce the same strength of contraction. In motor 
cell disease, whole units are lost and, consequently, 
the reduced number is firing but at a more rapid rate 
than in normal muscle to produce the same strength 
of contraction. While these simplified concepts of the 
changes that occur in the motor unit are convenient for 
explaining the changes in the motor-unit action poten- 
tial, other factors associated with the disease process 
may be equally important in altering the electric activ- 
ity of the muscle. 

Evidence of Fatigability as Shown in Motor-Unit 
Action Potentials: Scrutiny of motor-unit action po- 
tentials for evidence of unusual fatigability is im- 


Fig. 2.—Insertion potentials, the 
electrode into muscle. A, 
longer than the movement of the 
the needle irritates small intramuscular nerves. C, denervation, positive waves and 
sharp spikes evoked in denervated muscle. D, myotonia, a “myotonic discharge” in 
myotonia congenita. E, bizarre high frequency potential, unusual electric activity 
observed in several neuromuscular disorders. On the left, action potentials are shown 
with slow-time base, time signal, 100 cps. On the right, the form of the potentials is 
shown in greater detail with an expanded time base, time signal, 1,000 cps. 


electric activity evoked by insertion of the needle 
a brief discharge of electric activity lasting little 
needle. B, “nerve,” electric activity evoked when 


normal, 


sulfate. Furthermore, the effects of edrophonium 
chloride, neostigmine, and curare in some of these 
conditions, which beyond reasonable doubt cannot be 
classified as myasthenia gravis, have been sufficient 
occasionally to produce changes in strength detectable 
on Clinical tests. Consequently, in spite of previous 
publications * to the contrary and with full recognition 
of the great usefulness of these tests for diagnosis of 
myasthenia gravis, we no longer hold the view that 
positive results to tests for myasthenia gravis with 
neostigmine, edrophonium chloride, and curare are, 
in themselves, pathognomonic of myasthenia gravis. 
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Value of Clinical Electromyography 
Electromyography is often superior to clinical ob- 
servations in the detection or exclusion and in the 
understanding of disease of the motor unit (the motor 
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Fig. 3.—Spontaneous electric activity in voluntarily relaxed muscle 


. A, normal, no 
electric activity. B, fibrillation, rhythmical occurrence of sharp spikes called fibrilla- 


tion potentials in a denervated muscle. C, fasciculation: single discharge, from a 
person with “benign” fasciculation. D, fasciculation: repetitive discharge, from a 
person with myokymia. E, muscle cramp, a high frequency synchronous discharge of 
a large number of muscle fibers. 


cell, its axon, the neuromuscular junctions, and the 
muscle fibers supplied by the single motor cell). In 
spite of the fact that electromyography does not in 
itself supply ready-made diagnoses, it NORMAL 

does extend significantly the limits of 
our clinical observations. Disease of 
the motor unit may be detected elec- 
tromyographically before unequivo- 
cal clinical evidence is available. For 
instance, a diagnosis of organic dis- 
ease of the motor unit can sometimes 
be made with the aid of electromyog- 
raphy when a neurosis is the pre- 
sumed diagnosis. At other times evi- 
dence of denervation in the appro- 
priate myotome may indicate that a 
nerve root is compressed. For ex- | 
ample, the patient may have obvious 
arthritis in the cervical portion of the 
spinal column and it is believed that 
the pain in the upper extremity is of 
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may strengthen the clinical conviction that the pa- 
tient’s condition is one of hysteria rather than of or- 
ganic disease. 

Electromyography is of value not only in deciding 


whether disease of the motor unit is 
present but also in determining the 
spatial distribution of motor unit dis- 
ease. For instance, the detection of 
widespread denervation in early 
amyotrophic lateral sclerosis may pre- 
vent an unnecessary operation based 
on the assumption that localized atro- 
phy and weakness detected clinically 
in one upper extremity result from 
compression of the spinal cord by a 
bony ridge. Electromyographic study 
may disclose evidence of denervation 
in the sacrospinalis muscles as well as 
in those of an extremity, thus indicat- 
ing that the cause of pain, weakness, 
or atrophy observed clinically lies 
proximal to the primary division of 
a nerve into its posterior and anterior 
rami. Such information may be the 
key to differentiation between meta- 
static involvement of the lumbar 
plexus paraspinally and an intraspinal 
tumor. 

In lesions of peripheral nerves, 
electromyography aids in the detec- 
tion of evidence of denervation and 
often makes it possible to determine 
the extent of injury and to detect 
reinnervation weeks before other evi- 


dence of it can be had. Additional examples are not 
needed to emphasize the point that electromyography 
is often a superior method of collecting data. How- 


| 


| 


500 uv. 


the referred type. The electromyo- 
graphic evidence of denervation indi- 
cates that the pain is not simply re- 
ferred but results from actual com- 


pression of a cervical nerve. On the other hand, 
the absence of electromyographic evidence of motor 
unit disease in an atrophied and paralyzed ex- 
tremity may be of equal value in diagnosis in that it 


Fig. 4.—Motor-unit action potentials during strong voluntary contraction. Records 
from the biceps brachii in a normal person, in a person with progressive muscular 
dystrophy (myopathy), and in a person with amyotrophic lateral sclerosis (lower 
motor neuron disease). The time signals are the same as those in figure 2. 


ever, the utilization of the data requires the same type 
of analysis as the clinician habitually uses in the diag. 
nosis of dystrophy, myasthenia gravis, anterior horn cell 
disease, and focal lesions along the lower motor neuron. 
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Not infrequently electromyography will indicate 
clearly the location longitudinally of disease within the 
motor unit. Even when the clinical picture is confus- 
ing, the electromyographic observations may indicate 
whether the disease primarily involves the muscle 
fibers, the neuromuscular junctions, the axons, or the 
motor cells. This differentiation is aided considerably 
and is more precise when the electromyographic ob- 
servations are supplemented by observation of the 
effects of electric stimulation of nerves and muscles. 


NORMAL 


lo rit 
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Fig. 5.—Changes in motor-unit action potentials from the 
normal in neuromuscular disorders. A, normal condition. 
B, myopathy, such as progressive muscular dystrophy, showing 
degeneration of some muscle fibers of each unit. C, lower motor 
neuron disease, such as amyotrophic lateral sclerosis, showing 
whole motor units lost, their muscle fibers remaining in a de- 
nervated state. 


Electric Stimulation of Nerves 


We should like also to emphasize additional neuro- 
physiological studies, which are not considered to be 
part of conventional electromyography but which we 
have found to be of great help in the diagnosis and 
understanding of neuromuscular diseases. Reference 
will be made particularly to certain aspects of the stim- 
ulation of motor nerves. 

Observation of muscular contraction produced by 
electric stimulation of peripheral nerves is useful as a 
test of function of the peripheral neuromuscular sys- 
tem. The presence, absence, or reduction of innerva- 
tion can be measured as a test of function of the 
peripheral nerve; abnormal fatigability may be de- 
tected by repetitive stimulation of the nerves and 
anomalous innervation and by observing what muscles 
respond to stimulation of a nerve. 

The report of a case that illustrates the value of 
determining conduction times and velocities follows. 
The method used in determining these is illustrated 
in figure 6. At the left the stimulus has been applied to 
the ulnar nerve at the elbow. The time from the 
stimulus artefact to the beginning of the action po- 
tential of the hypothenar muscles is 0.0086 second. 
This may be referred to as the conduction time or, 
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more correctly, as the latency of response. When the 
stimulus is applied to the ulnar nerve at the wrist the 
conduction time is only 0.004 second. The conduction 
time trom elbow to wrist is the difference between 
0.0086 and 0.004 second or 0.0046 second. The dis- 
tance in meters divided by the time gives a conduction 
velocity of 53 m. per second, which is normal for the 
ulnar nerve. 


Case 1.—A woman, 56 years of age, had complained of pain 
and paresthesia in the right upper extremity of more than four 
years’ duration. During the year before her admission to the 
clinic, her problems had been considered by a neurologist who 
is widely known for his competence, with the conclusion that 
the pain was radicular in nature and secondary to cervical ar- 
thritis. This point is mentioned only to emphasize that the prob- 
lem was a difficult one. 

The history was unusually difficult to interpret. The patient 
had fallen 14 years before her admission to the clinic, and the 
possibility existed of injury to the cervical portion of the spinal 
column, At onset of the above-mentioned complaints, four years 
before clinic admission, she had had paresthesias in the right 
thumb and index and middle fingers, soon associated with pain 
in the forearm, upper arm, and region of the trapezius ridge. 

The results of clinical and laboratory examinations, except for 
generalized hypertrophic arthritis, were negative or equivocal. 
One of our young neurologists, finding himself unable to reach 
a satisfactory diagnostic conclusion, asked Dr. Henry W. Wolt- 
man to study the patient with him. This Dr. Woltman did. He 
said: “The thenar eminence feels flabby; I think that the condi- 
tion may be a carpal tunnel syndrome even though the distri- 
bution of pain suggests a higher lesion. Get an electromyogram.” 

Numerous muscles of the right upper extremity were studied 
by the conventional electromyographic method, Fibrillation po- 
tentials in the resting muscle and a reduced number of motor- 
unit action potentials during voluntary contraction were found 
as evidence of denervation only in the muscles of the thenar 
eminence; all other muscles studied were normal. Although this 
supported the diagnosis of carpal tunnel syndrome, let us re- 
view the data obtained by nerve stimulation and see how neatly 
they confirmed the diagnosis of carpal tunnel syndrome. 

The results of stimulating the median nerve on the affected 
side are shown in figure 7 in the lowest line. The action po- 
tential of the thenar muscles resulting from a maximal stimulus 
to the right median nerve was very small in comparison with 
the response obtained by stimulating the median nerve on the 
STIMULUS AT ELBOW 


STIMULUS AT WRIST CALIBRATION 


10 MILLIVOLTS 
= 


.0086" .004" 


CONDUCTION TIME, elbow to wrist 0086 —- 004 = .0046 SECONDS 
CONDUCTION DISTANCE, elbow to wrist .245 METERS 
CONDUCTION VELOCITY 245 + .0046 = 53 METERS /SECOND 


Fig. 6.—Measurement of conduction velocity of ulnar nerve 
in forearm. A maximal electric stimulus is applied to the ulnar 
nerve at the elbow and then at the wrist. In each case, the 
moment of stimulation and the response of the hypothenar 
muscles are recorded on a cathode-ray oscilloscope. The mo- 
ment of stimulation is indicated by a sharp break in the base 
line, the shock artefact. This is followed by the larger action 
potential of the hypothenar muscles. The time calibration is 
1,000 cps. 


left, the unaflected side. Conduction times were measured from 
the shock artefact, indicated by the arrows, to the appearance 
of the action potential. The conduction time from wrist to hand 
on the right was 11.6 milliseconds, which was greatly prolonged 
in comparison with the response to stimulation of the median 
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nerve on the unaffected side (3.2 milliseconds), The action 
potentials and conduction times of the ulnar nerve on_ the 
affected side were normal. 

From these studies it was concluded that there was a lesion 
of the right median nerve at the wrist, with denervation of the 
muscles of the thenar eminence and no other abnormality. The 
findings at operation (decompression of the median nerve at 
the wrist) and the relief obtained by it, have left no doubt as 
to the reliability of the electromyographic diagnosis in this 
case of carpal tunnel syndrome. 


Usefulness in Clinical Research 


Thus far this appraisal of electromyography and 
electric stimulation of nerves and muscles has been 
concerned with their value in the solution of practical 
clinical problems. However, they also may be used as 
instruments of research. We have selected three ex- 
amples, the first of which has to do with the problem 
of Gowers’ distal dystrophy. 

Gowers,’ in 1902, described a case of atrophy and 
weakness of the distal portions of the extremities, 
which he attributed to primary muscle disease. Also, 


rather marked systemic reaction. Electromyography 
supplied the key to the riddle and showed that all too 
frequently polymyositis occurred without pain or 
marked systemic reaction and that, consequently, it 
had been confused with muscular dystrophy, primary 
neurological diseases, and other disorders. 

As a final example of the usefulness of electro- 
myography in clinical research, we present descrip- 
tions of six patients who have a disorder resembling 
myasthenia gravis, which may represent a_ specific 
clinical-electromyographic syndrome. This has been 
of great interest to us, since in three of the six patients 
the diagnosis of malignant tumor has been established 
and in two others roentgenographic evidence suggest- 
ing intrathoracic malignant disease has been found. 
Investigations already under way should, in time, 
elucidate the significance of this neuromuscular dis- 
order. Perhaps it may not be premature to discuss 
briefly the nature of this disorder as it has been ob- 
served thus far. 

Report of Cases 
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Case 2.—In November, 
1951, a 06-year-old man 
came to us because of 
generalized weakness and 
fatigability, most notice- 
52 4.4 2.0 able in the lower extrem- 

ities. When he was exam- 
ined, nothing of  signifi- 
cance was found except 
for slight weakness of the 
muscles of the pelvic 
girdle and thighs and ab- 
69 3.7 3.2 sence of the muscle stretch 
reflexes in all four extrem- 
ities. Results of a neo- 
stigmine test for myasth- 
enia gravis were interpret- 
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oo — 0.5 av. ed as negative. However, 
revealed an unusual fatig- 
225 70 4.8 11.6 vealed an ual fatig 
00!" ability similar to that seen 
in myasthenia gravis. 
Fig. 7.—Comparison of response of the hypothenar and thenar muscles to maximal stimulation of the Further — investigation 
ulnar and median nerves, respectively, at elbow and wrist in a patient with median neuritis (carpal tun- showed that the patient 


nel syndrome ) on the right side. 


there was wasting of the sternocleidomastoid muscles 
and inability to wrinkle the forehead. Naturally this 
description has made modern investigators wonder if 
the case were not in actuality one of myotonic dys- 
trophy and whether a distal dystrophy other than the 
myotonic type actually existed. However, the question 
as to the existence of a distal type of dystrophy other 
than myotonic dystrophy seems to have been an- 
swered in the affirmative by the work of Welander,' 
who, in 1951, published a monograph on “Myopathia 
Distalis Tarda Hereditaria.” His electromyographic 
studies, carried out by Kugelberg, in our opinion, 
furnished one of the strongest links in the chain of 
evidence that established the existence of distal dys- 
trophy. 

In a recent publication by one of us° concerning 
polymyositis, it was emphasized that often the disease 
has not been recognized except when it has been ac- 
companied by considerable pain and tenderness and a 


Was very sensitive to cur- 

are. In view of this he was 
treated with neostigmine bromide administered orally, but with 
only questionable improvement. Roentgenograms of the thorax 
made at the first visit were interpreted as normal. However, when 
the patient returned three months later, roentgenographic exami- 
nation of the thorax and histological examinations of sputum and 
of tissue removed bronchoscopically revealed a small carcinoma 
of the lung. 

Case 3.—In August, 1955, a 57-year-old woman came with 
one complaint, namely; weakness and easy fatigability of the 
lower extremities of two and one-half months’ duration. In her 
case, however, roentgenograms of the thorax disclosed an an- 
terior mediastinal mass. The consultant, thinking that the 
tumor might be a thymoma and the weakness due to myasthenia 
gravis, asked that a neurologist examine the patient. The only 
significant finding was an equivocal weakness of the proximal 
muscles of the lower extremities; there was an absence of 
muscle stretch reflexes, and the results to the neostigmine test 
were negative. Electromyographic examination revealed an 
unusual fatigability of muscles similar to that seen in myasthenia 
gravis. Subsequently, the results of a curare test for myasthenia 
gravis were strongly positive. Although the presence of a 
thymoma was suspected, surgical exploration revealed a small 
cell carcinoma in the mediastinum instead of a thymoma. 


— 
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Case 4.—In February, 1956, a 73-year-old man came to the 
clinic with a complaint of weakness, chiefly in the lower ex- 
tremities. Clinical examination revealed variable weakness, 
absence of reflexes, and an equivocal response to the neostig- 
mine test. Again, however, unusual fatigability was detected 
electromyographically, and, subsequently, strongly positive re- 
sults to the test for myasthenia gravis with curare were ob- 
tained. Roentgenograms of the thorax disclosed a small nodule 
in the lung. The question of its malignancy has not yet been 
established. Additional electromyographic and clinical studies 
were made. The results, although similar to those in myasthenia 
gravis, showed significant differences too. Application of a 
single electric stimulus to the ulnar nerve resulted in a much 
smaller action potential of the hypothenar muscles than would 
have been expected on the basis of the relatively good strength 
of the muscles as determined clinically. This had been observed 
in all patients of this group and is in contrast to the occurrence 
of relatively normal response to a single stimulus in patients 
with myasthenia gravis of comparable severity. A series of 
stimuli resulted in a transient further decrease in amplitude of 
the potential; this was followed by remarkable increase in the 
size of subsequent potentials, with comparable increase in the 
strength of the resulting twitches. Furthermore, this remarkable 
strengthening effect of exercise could be observed to result from 
voluntary activity. After a short rest the first voluntary contrac- 
tion Was a very weak one, but subsequent contractions made 
during the next few seconds became much stronger. 

By this time our curiosity was aroused sufficiently 
for us to search our records for similar cases. 

Case 5.—In August, 1952, we had examined a 54-year-old 
man Whose case seemed to fit into this group. In response to a 
follow-up letter, we learned that he had died approximately 
five months after his examination and that autopsy had dis- 
closed an intrathoracic lymphosarcoma. No indication of the 
tumor had been seen in our roentgenograms of the thorax 
made five months before his death. Tissue was sent on our 
request, and the pathologist classified the tumor as a reticulum 
cell lymphosarcoma. 

Case 6.—A 56-year-old man examined in March, 1954, showed 
a similar clinical and electromyographic picture. Reexamination 
in May, 1956, disclosed a widening of the mediastinum not 
evident in roentgenograms of the thorax made two years 
previously. 

Case 7.—A 65-year-old man with the same neuromuscular 
syndrome as the patient in case 6 but with ataxia of cerebellar 
origin underwent extensive examinations in May, 1956, which 
failed to reveal evidence of a malignant lesion. 


Comment 


On the basis of our experience with the six patients, 
three of whom were found to have intrathoracic malig- 
nant lesions not of thymic origin, verified histological- 
ly, and two others who presented roentgenographic 
evidences of abnormal shadows within the thorax that 
might have resulted from malignant tumors, it is in- 
teresting to speculate that the neuromuscular syn- 
drome described may in some way be related to the 
malignancy. Should this syndrome prove to be of some 
clinical importance, electromyography and stimulation 
of nerves must be given the greatest credit. Without 
these techniques, the syndrome would have been con- 
fused with myasthenia gravis and its significance 
would have continued to elude us. 
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Since the report of Denny-Brown® in 1948 on 
sensory neuritis associated with bronchogenic car- 
cinoma, important contributions have appeared in the 
English literature in regard to neurological and mus- 
cular diseases associated with malignant neoplasms, 
particularly small cell bronchogenic carcinoma. A 
number of cases have been reported by Anderson and 
co-workers,’ MacKenzie and co-workers,” Henson and 
co-workers,” and Heathfield and Williams'® that tend 
to fall into the groups of sensory, motor, and mixed 
peripheral neuropathy; myopathy; and degenerative 
disease of the central nervous system, including cere- 
bellar ataxia. Some of the reported cases, particularly 
those classified as myopathy, appear to be similar, if 
not identical, clinically to those that have interested 
us. In the case reported by Anderson and co-workers, 
electromyographic and pharmacological studies gave 
results similar to those seen in myasthenia gravis. 
However, in general, the English authors have not 
elaborated on the electromyographic features of the 
syndrome that, in our experience, seem to be of con- 
siderable diagnostic importance. 

The clinical and electromyographic characteristics 
of the myasthenic syndrome, which, in certain in- 
stances, seem to be associated with malignant neo- 
plasms, particularly small cell carcinoma of the lung, 
will be summarized. The clinical characteristics con- 
sist of complaints and detection on testing of weakness 
and undue fatigability of muscles, which may be 
limited to the pelvic girdle and thighs. There is a 
marked decrease or absence of muscle-stretch reflexes 
and a relatively poor response to test doses of neostig- 
mine in comparison with that usually observed in a 
case of myasthenia gravis of comparable duration and 
severity. Marked sensitivity to test doses of curare 
comparable to that seen in the usual case of myas- 
thenia gravis is observed. Temporary increase in 
strength of weakened muscles in response to vol- 
untary exercise of a few seconds’ duration is also 
noted. 

As for electromyographic characteristics, there is no 
evidence of denervation by needle electrode examina- 
tion. Motor-unit action potentials of weak muscles of 
myopathic type with frequent variations in amplitude 
from moment to moment as in myasthenia gravis are 
observed. There are normal conduction velocities of 
motor axons. There is greatly reduced twitch and ac- 
tion potential of a muscle on single maximal stimulus 
to its nerve, even though strength of voluntary con- 
traction may be normal on clinical testing. Transient 
further depression of the response with repetitive 
stimulation at rates of 1 to 10 per second is observed, 
with marked facilitation of the response during stimu- 
lation at higher rates. There is marked facilitation of 
the response to stimulation for several seconds after 
voluntary contraction. 


> 


1124 DISEASES OF MOTOR UNIT—EATON AND LAMBERT 


Conclusions 


Electromyography and electric stimulation of nerves 
and muscles are two of the most important tools that 
can be applied to the study of disease affecting the 
motor unit, that is, so-called neuromuscular disease. 
Since disease of the motor unit is relatively uncommon, 
the value of electromyography and electric stimulation 
of nerves and muscles to the neurologist lies not in the 
frequency with which they may be used to advantage 
but in the quality of help they supply in selected cases. 

Electromyography and the related electrophysiolog- 
ical techniques used as clinical procedures should, and 
undoubtedly will, continue to be used with increasing 
frequency and reward in diagnosis, understanding, 
and research in disorders of the motor unit. 


Figure 1 is reproduced with permission from O'Leary, P. A.: 
Lambert, E. H.; and Sayre, G. P.: J. Invest. Dermat, 2.42303 
[March] 1955. Figures 2, 3, and 4 are reproduced with per- 
mission from Mayo Clinic and Foundation, Clinical Examina- 
tions in Neurology, Philadelphia, W. B. Saunders Company. 
1956, chap. 15. 
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Marriage and Mental Illness.—A statistical study of some 5,000 admissions to mental hospitals 
in Greater London has been made with a view of exhibiting differences between single and 
married persons in respect of hospital care. [It was found that the first admission rates of 
single persons are much higher than those of married persons in similar age, sex and diag- 


nostic categories, 


... When groups of patients, comparable with respect to previous history, 


length of follow-up period, legal status, age, sex and diagnosis, were examined according to 
their marital status, it was found that: 1. Single persons stived in hospital for longer periods 
than married persons, and in many instances for longer than the groups of widowed and di- 
vorced persons. 2. Proportionately more single than married persons were in mental hospitals 


at the end of the follow-up period. 3. The re-admission rates for single persons who were 


discharged from their survey admission were not significantly higher than those for married 
persons. 4. Over the whole follow-up period single persons stayed in mental hospitals for a 
longer time than married. 5. The outcome for men showed no significant differences from 
that for women in the same marital status group. Only among manic depressives aged 30 to 
49 vears were the first admission rates for married men significantly less than those for mar- 


ried women. 


An overall assessment of the results shows that single persons are more likely to enter 
mental hospitals than married persons, that once in they are less likely to be discharged and 
that their duration of stay in hospital is longer than that of married persons.—V. Norris, 
M.B., Ch.B., Ph.D., A Statistical Study of the Influence of Marriage on the Hospital Care 
of the Mentally Sick, Journal of Mental Science, July, 1956. 
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INTERMITTENT POSITIVE-PRESSURE BREATHING-AEROSOL 
THERAPY FOR ASTHMA IN CHILDREN 


Roy F. Goddard, M.D. 


an 
Elizabeth H. Roorbach, M 


For many years intermittent positive-pressure 
breathing has been employed in the treatment of 
chronic asthma and emphysema in the adult. Some 
investigators believe such therapy not only has pro- 
vided relief and control of symptoms but also has 
arrested the progress of the disease in some cases of 
severe emphysema.’ This method has been advocated 
as an adjunctive type of therapy, without hope of 
restoration of the normal condition of the lung. 

Recent studies in intermittent  positive-pressure 
breathing—aerosol therapy in children’ indicate that 
such therapy has been more effective in treatment of 
asthma in children than in adults by not only arresting 
the progress of the disease but also reversing the 
chronic changes due to edema, bronchospasm, and 
emphysema and promoting the restoration of normal 
pulmonary compliance and elasticity. 


Pretherapy Investigation 


One hundred children, ranging in age from | to 17 
vears and suffering from varying degrees of asthma, 
have been treated by intermittent positive-pressure 
breathing—aerosol therapy during the past four years. 
A plan of investigation was initiated to allow for 
pretreatment and post-treatment evaluation. Prior to 
any therapy, a thorough history and physical exami- 
nation was completed. Routine laboratory studies 
included a throat or sputum culture, with sensitivity 
tests; complete blood cell count; roentgenograms of 
the chest and sinuses; and allergenic skin tests.’ Special 
pulmonary function tests included an analysis of air 
flow, lung volumes, and intrapulmonary mixing and 
distribution. These tests allowed critical objective 
evaluation of the asthmatic child, as 99% of pulmonary 
impairment in children is in ventilation, with minimal 
diffusion abnormalities. 

An initial pneumotachograph of each patient was 
taken, by the method described by one of us and 
Luft,” in order to provide a_ rapid screening 
evaluation of obstructive impairment. Such impair- 
ment is demonstrated by shallow inspiration, pro- 
longed exhalation time, and prolongation of the time 
interval from the peak inspiratory to the peak ex- 
piratory flow. The pneumotachograph was our best 
available method of study of pulmonary impairment 
in children under the age of 6 years. Complete 
pulmonary function tests were done on many of the 
children over 8 years of age. A more accurate de- 
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* One hundred children with varying degrees of 
asthma and ranging in age from 1 to 17 years were 
treated in a four-year period by intermittent posi- 
tive-pressure breathing—aeroso! therapy. Inspiratory 
positive pressures of 5 to 15 cm. H.O were employed; 
oxygen was used as the source of pressure and to 
nebulize the desired medicament. Aerosol medica- 
tions consisted of bronchodilators, antibiotics, or 
surface-active or mucus-dissolving drugs as indicated. 
Both subjective and objective benefits occurred in 
98 of the 100 children. It is believed that severe 
emphysema in this young age group can be corrected 
by intensive intermittent positive-pressure breathing— 
aerosol programs. 


termination of obstruction is provided by the value 
of the timed vital capacity, since many children with 
severe pulmonary disease are unable to exert mavi- 
mum breathing effort to give a maximum breathing 
capacity evaluation. The first-second vital capacity 
value (fraction of vital capacity exhaled forcefully in 
one second) is the most important, as many times 2 
three-second value is not obtained. The vital capac- 
itv and residual capacity values offer good indexes 
of restrictive impairment, and the residual capacity 
value gives further evidence of the presence of em- 
physema and loss of compliance and elasticity. 

Mixing and distribution impairment was determined 
by measuring the respiratory volume required to ac- 
complish clearance of an inert gas (nitrogen) from the 
lungs while the patient was breathing oxygen. The 
nitrogen clearance ratio (nitrogen clearance ventila- 
tion/functional residual capacity ) thus obtained served 
as a measure of ventilatory efficiency independent of 
lung volume. (Details of this method have been pub- 
lished by Luft and co-workers.’) From these measure- 
ments the degree of pulmonary function impairment 
was then classified on both a volumetric and a func- 
tional basis. 

Method and Evaluation of Therapy 

The results of the pretherapy studies are reviewed 
with the parent(s), and a course of therapy for the 
child is outlined. Those children selected to receive 
intermittent positive-pressure—aerosol therapy are 
treated in a special room call the Jet Room. Here, in 
an atmosphere of jet planes and space ships, the 
administration of positive pressure by means of a face 
mask can be achieved even in the smaller toddler age 
group. The child sits on a high swivel stool called the 
pilot's seat, and the dials of the positive-pressure 
machine are those of his plane or ship (fig. 1). A 
special sized mask to fit the child is rolled down gently 
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from the nose over the mouth to fit snugly. The 
child is taught to breathe deeply and slowly in order 
to avoid hyperventilation. Initially a pressure of 5 
to 10 cm. H.O is used, with 100% oxvgen being used 
for both pressure and aerosol nebulization. After 
adjustment to the positive-pressure breathing has oc- 
curred, the aerosol mixture is added to the treatment 
by adjusting the nebulizer flow rate to produce a true 
aerosol inhaled during the inspiratory phase. Initial 
treatments range from 5 to 10 minutes. Pressures are 
gradually increased up to 10 to 15 cm. H.O, depending 
on the age of the child and the severity of his condi- 
tion; most routine treatments are of 10 minutes’ dura- 
tion. 

The frequency of treatments depends on the acute- 
ness and severity of the condition and the progress of 
the child. A child with status asthmaticus may be 


| 


Fig. 1.—Boy with asthma receiving intermittent  positive- 
pressure-aerosol therapy in Jet Room. 


treated two or three times daily, with gradual reduc- 
tion in the number of treatments as his condition 
improves. The face mask is held by the nurse or, in the 
case of the older child, by the child himself during the 
entire treatment. Children are encouraged to stop and 
blow their noses or to cough to get up any secretions 
loosened by the treatment. After therapy, they are in- 
structed to moderate their activity for a four-hour 
period and, where age and understanding permit, 
postural drainage and breathing exercises are en- 
couraged. 

Aerosol medicaments are of four types: (1) broncho- 
dilator agents, such as isoproterenol hydrochloride 
(Isuprel), 1:200 solution, and a combination of epine- 
phrine and chlorobutanol (Vaponefrin); (2) antibiotics 
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such as oxytetracycline, streptomycin, penicillin, and 
erythromycin; (3) detergents such as Alevaire (a mix- 
ture of 0.125% Superinone [oxyethylated tertiary 
octylphenol-formaldehyde polymer], 5% glycerin, 2% 
sodium bicarbonate, and water); and (4) enzymes such 
as crystalline trypsin ( Tryptar ). 

Supportive therapy includes desensitization with 
allergenic extracts where definite allergies have been 
proved and/or periodic immunizing injections in chil- 
dren whose asthmatic attacks are precipitated by colds. 
The usual general and specific measures for treat- 
ment of asthma’ are followed, but minimal use is made 
of medicaments for intramuscular, intravenous, or 
suppository administration. Steroids, including predni- 
sone and prednisolone, are given rarely, and then 
mostly for an acute attack. Psychotherapy is a routine 
part of the treatment of many children whose asthma 
is associated with emotional disturbances, and play 
therapy may be continued over many months. 

The response of children with asthma to intermittent 
positive-pressure breathing—aerosol therapy is evalu- 
ated subjectively by symptomatic and physical changes 
—appetite, breathing character, cough or wheezing, 
fatigabilitv, infections, medicaments required, sleep- 
ing, alertness, color, vigor, weight, tvpe and quality of 
respirations, change in thoracic or other configurations, 
exercise tolerance level, breath sounds, pulse rate and 
blood pressure, and temperature. Objective measures 
of improvement are offered by the routine laboratory 
studies—blood cell count, decrease in bacterial organ- 
isms, changes in sinus and chest roentgenograms, and 
change in allergic sensitivities. The most impressive 
objective observations come, however, from compara- 
tive “before and after therapy” pulmonary function 
studies. 

Results of Therapy 


The response of the child varies according to his age 
and the severity of his condition. To allow better com- 
parative results of therapy at the different age levels. 
the children were divided into the age groups 1 to 5 
vears, 6 to 11 years, and 12 to 17 vears. In each case, 
0.5 to 0.75 cc. of isoproterenol hydrochloride or of 
epinephrine and chlorobutanol was diluted with 1 cc. 
of distilled water. In cases where indicated other 
aerosols were added, such as 0.5 cc. of oxytetracycline 
to combat infection and 0.5 cc. of Alevaire and/or 0.5 
ce. of crystalline trypsin to liquefy secretions. 

]-to-5-Year Age Group.—In the 1-to-5-vear age 
group, 28 children were treated. In this group the re- 
sponse to individual treatments was greater than in any 
other age group. (Illustration of therapeutic tracings of 
children may be found in Goddard and co-workers.”* ) 
Of the 28 children treated by intermittent positive- 
pressure breathing—aerosol therapy, 23 had a good re- 
sponse, 3 fair, and 2 poor. Good signifies that the child 
received complete or nearly complete relief from the 
treatment and that some reversal of the pulmonary 
damage was achieved. Fair implies that some appreci- 
able symptoms were still present and that pulmonary 
function was not improved to a point of reversibility. 
Poor denotes no appreciable improvement in symp- 
toms or pulmonary function. 
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The 23 children who had good responses to the 
therapy received from 1 to 60 treatments, with pres- 
sures of 5 to 10 cm. H:O over a 10-minute period. 
In general, pneumotachographic tracings showed 
marked improvement in their pulmonary function, 
with a decrease in obstruction as denoted by a more 
regular respiratory pattern with an increase in the 
amplitude of both the inspiratory and expiratory 
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Fig. 2.—Pneumotachograph response of 4-year-old boy with 
asthma to intermittent  positive-pressure breathing-aerosol 
therapy. 


phases, a decrease in the exhalation time, and a short- 
ening of the time interval between peak inspiratory 
and peak expiratory flows (fig. 2). 

The three children with fair responses were all 
irregular in their visits. Two of the children have been 
admitted to the hospital in status asthmaticus, one 
twice and the other one three times. Each time their 
acute condition responded readily to intermittent 
positive-pressure breathing—aerosol therapy, and, when 
their visits were regular, they remained under control 
and with evidence of considerable improvement in 
pulmonary function. 

Of the two children with poor responses, one died 
and the other suffered what appeared to be permanent 
anoxic changes of the central nervous system. The 
death of the 3-year-old child occurred after an acute 
anoxic attack, 15 months after therapy had been 
initiated. Postmortem examination revealed chronic 
anoxic changes, with extensive secondary degenerative 
changes in the entire nervous system—brain and cord 
alike. Respiratory pathology revealed chronic inflam- 
mation of the entire respiratory tract and the lungs, 
with pulmonary emphysema and hypertrophy of the 
right side of the heart (cor pulmonale).° The other 
child with poor response had very good pulmonary 
improvement, with complete relief of asthmatic symp- 
toms. However, after five hospital admissions in status 
asthmaticus, with encephalitic involvement in two 
instances, this 4%-yvear-old child did not regain full 
speech and mental faculties, although his motor activi- 
ties and coordination were normal. Prior to one hos- 
pital admission, x-ray examination of the chest re- 
vealed mediastinal and subcutaneous emphysema. 
We believe this occurred spontaneously, as it does in 
many persons with severe asthma, and was not related 
to intermittent positive-pressure breathing—aerosol 
therapy; it resolved rapidly and did not recur after 40 
subsequent treatments. 
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6-to-11-Year Age Group.—Of 54 children in the 6-to- 
ll-year age group treated by intermittent positive- 
pressure breathing—aerosol therapy, 50 had a good 
response and 4 had fair response. Pressures of 10 cm. 
H.O over a 10-minute period sufficed in most instances; 
the number of treatments ranged from 1 to 80. 
Subjective improvement was noted in a feeling of 
well-being; increase in appetite and sleeping ability; 
decrease in wheezing, coughing, sneezing, and number 
of infections; less observable fatigue; and decrease in 
need for medicaments. Many children previously con- 
fined to bed or the house were able to return to school 
and normal activities. They were more alert, gained 
weight, their color improved, and there was much less 
respiratory difficulty, with minimal dyspnea. Their 
exercise tolerance level improved, and many had 
obvious decrease in the anteroposterior diameter and 
emphysematous configuration of the chest. Objectively, 
there was improvement in obstructive, restrictive, and 
functional ventilatory impairment. In addition to 
pneumotachographic changes similar to those seen in 
the younger age group (fig. 2), pulmonary function 
tests showed increases in the total lung capacity and 
vital capacity, with a corresponding decrease in the 
residual volume. 

More important, however, was the functional im- 
provement, with a return toward the normal of the 
nitrogen clearance equivalent. A 7-year-old boy in this 
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Fig. 3.—Decrease of pulmonary function impairment in 7- 
year-old boy with asthma as a result of short-term therapy. 
RV stands for residual volume; TC, total lung capacity; Clear. 
Equiv., nitrogen clearance equivalent; BTPS, body temperature 
pressure saturated, 


series had an extreme degree of pulmonary function 
impairment prior to the initiation of therapy (nitrogen 
clearance equivalent was 43 on March 2, 1956); this im- 
pairment had decreased markedly at the end of two 
months of therapy, which consisted of 12 treatments 
(fig. 3). An 8-year-old boy had been treated over a 
two-year period (80 treatments) and improved from 
an advanced degree of pulmonary function impair- 
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ment to slight or minimal impairment (fig. +4). The 
significance of this type of therapy is that reversal of 
pulmonary pathology is possible when long-term ther- 
apy is carried out. 

Of the four children in the group whose response 
was only fair, three had only initial intermittent posi- 
tive-pressure breathing—aerosol treatments. Since the 
children did not show the dramatic response the 
parents had expected, further therapy was not sought. 
The fourth child had very good response with regular 
treatments over a period of two vears. Then the treat- 
ments became sporadic, and he reverted to a condition 
of moderate emphysema and functional impairment. 

12-to-17-Year Age Group.—Eighteen children, five of 
whom were suffering from severe asthma with marked 
emphysema and pulmonary function impairment, 
showed remarkable improvement with intermittent 
positive-pressure—aerosol therapy. Fifteen had good 
responses and three fair; pressures were 10 to 15 cm. 
H.O over periods of 10 to 12 minutes. Since this group 
of older children were more cooperative in pulmonary 
function tests and could record both a full three-sec- 
ond timed vital capacity and a maximum breathing 
capacity, the objective responses occurring with their 
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Fig. 4.—Reversibility in pulmonary function impairment in 
8-vear-old boy with asthma as a result of long-term therapy. 
For abbreviations, see explanation in figure 3. In addition, 
V. C. stands for vital capacity; M. B. C., maximum breathing 
capacity; Ind, indirect estimation. 


treatment were more comparable to those of adults. 
In addition to an increase in vital capacity and maxi- 
mum breathing capacity, which may be seen in this 
type of therapy in the adult, many of these children 
showed significant changes in residual volume, pul- 
monary emphysema, and functional impairment, with 
a reversal toward restoration of normal lung volumes. 

Such amazing reversibility has previously been re- 
ported,” and additional cases now available are 
worthy of presentation. A 17-year-old boy (fig. 5) 
showed dramatic improvement, both on a volumetric 
(increased timed vital capacity, maximum breathing 
capacity, total lung capacity, and vital capacity and 
decreased residual volume) and on a functional basis 
(38% decrease in nitrogen clearance equivalent). In a 
two-month period (six treatments), the boy's extreme 
pulmonary function impairment decreased to mod- 
erate; further treatment is warranted to attempt com- 
plete reversibility. A 14-year-old boy (fig. 6) had only 
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moderate pulmonary function impairment before his 
therapy was started. His therapy was less intense than 
that of the 17-year-old boy, but it was periodic over 
two vears (47 treatments). At the end of that time his 
volumetric and functional analyses were those of the 
normal boy of his age. 


Age |7 

Ht (5° 7-1/2") 171 om. 

Wt (138) 62.8 kg. 
Estimated 


Measured Measured 


7 Normal ] 
16 
( 
5r > 5 
~ abe 
ea) 8) 
3¢ 
2 
a 
| 
| sec. V.C. 
M.B.C. 137 40 (Ind) 
0.20 0.43 
Clear.Equiv. |4 40 25 


Fig. 5.—-Improvement, on both a volumetric and a functional 
basis, in a 17-year-old boy with asthma as a result of short- 
term therapy. For abbreviations see explanation in figure 4. 


Of the three children with fair responses, one girl 
started therapy without follow-up and one boy had 
sporadic treatments. The third child did show dramatic 
improvement in his first three weeks of therapy (six 
treatments ), with return of residual volume from 
28 to 19% (normal for his age) and improvement of 

Ag 


e |3 
Ht. (4' 11") 150 cm. 
Wt. (83) 37.7 kg. 


Age |4 
Ht. (5'3") 160cm. 
Wt. (106) 48.0 kg. 


6r Estimated Measured Measured Estimated 7 6 
5} Normal 10-22-54 3- 5-56 Normal 
te 442 
- 3r 433 
al = 
re) r RV. \\ re) 
tsec. VC. O58 VC. O69 V.C. 
MBC. 89 60 (ind) 89 (ind) 1io9 
Clear.Equiv. 14 18 14 14 


Fig. 6.-Improvement in pulmonary function in 14-year-old 
boy with asthma as a result of long-term therapy. For abbrevia- 
tions see explanation in figure 4. 


nitrogen clearance equivalent from 20 to 13 (normal 
for his age). Other complicating physiological proc- 
esses reversed the improvements; however, it is hoped 
that a long-term period of therapy will show long-term 
benefits. 


- 
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Comment 


Of the children in this study, the condition of 98% 
responded to intermittent positive-pressure breathing- 
aerosol therapy (table 1). In the two patients whose 
condition did not respond to this therapy and in whom 
anoxic changes developed, objective evidence of pul- 


Taste 1.—Data on 100 Children with Asthma Treated with 
Intermittent Positive-Pressure Breathing—Aerosol Therapy, 
September, 1952, to June, 1956 
Improved Received 
with Therapy Other 
Therapy, 

No 


Age AV. 
Group, Treated, ‘Treatments, — 
Ef, No. 


1-5 12-75 
6-11 i 


12-17 20-60) 


Total 


monary improvement occurred at some time during 
their course of treatment. Good response with relief of 
symptoms and reversal of the pulmonary damage was 
obtained in 88% of the children (table 2). Another 10% 
showed some improvement but did not show reversal 
of pulmonary impairment. In 9 of these 10. cases, 
treatment was irregular or sporadic. and, therefore. 
we feel optimal therapy was not obtained. The 10th 
child had complicating physiological factors, including 
hypothyroidism and adenoidal blockage of the upper 
respiratory passageways. There has been no contrain- 
dication to intermittent positive-pressure—aerosol ther- 
apy in any of the children treated, nor has there been 
any pathological change been seen due to the use of 
positive pressure. The main precaution is to instruct 
the children to breathe deeply and slowly to avoid 
hyperventilation, which mav cause headache. diz- 
ziness, and vomiting. 

Although there has been some controversy over the 
benefit of intermittent positive-pressure breathing- 
aerosol therapy in adults,’ we believe this method of 
therapy is entirely justified in severe cases of asthma in 
children that do not respond to the usual types of 
therapy. Paramount considerations should be: (1) to 
prevent mild chronic or severe acute anoxia, (2) to 
supplant long-term steroid therapy, (3) to improve lung 
and chest compliance and overcome emphysema, and 
(4) to offer a “cure” in the sense of restoration of nor- 
mal lung conditions. This reversal of pulmonary pa- 
thology, which occurs in children, is possible probably 
because of the greater elasticity and compliance of the 
lungs of those in the younger age groups and the 
shorter duration of the disease process. Therefore, age 
is a factor; also the cooperativeness of the patient and 
the parents is of the utmost importance. 

The optimal method of treatment is an initial con- 
centrated effort of one or more treatments daily, 
followed by two or three treatments per week, then 
weekly treatments, and finally periodic booster treat- 
ments according to the improvement and course of the 
patient. Response to isolated or short-term treatment 
may be of little lasting benefit, although it may prove 
to be lifesaving in status asthmaticus.” Long-term 
therapy not only provides relief and control of symp- 
toms but also frequently arrests the progress of the 
disease and reverses the chronic changes due to edema, 
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bronchospasm, and emphysema. Subjective evaluation 
of symptoms and physical changes can help in en- 
couraging the parents to continue the child’s therapy, 
but our most valuable tool has been the objective 
evaluation of the child’s pulmonary status at periodic 
intervals. 

Intermittent positive pressure has been given only in 
the inspiratory phase, as expiratory positive or negative 
pressures require considerably more effort than many 
small children with severe pulmonary involvement are 
able to exert. Intermittent positive-pressure breathing 
lias been combined with aerosol therapy, as we believe 
sufficient evidence has been presented to show the su- 
periority of the combination tvpe of therapy over one 
or the other individually.” 

No identical control group was included in this 
study. A similar number ct patients (105) with less se- 
vere asthma were treated by the usual methods of 
therapy and showed good response (table 2). Forty 
children with severe asthma were treated, in addition 
to general measures, with intramuscular doses of 
epinephrine, intravenous or suppository doses of 
aminophylline, and steroid therapy. They showed 
good immediate response in many instances, but there 
was no lasting relief of svmptoms or reversal of the 
pulmonary pathology. With the addition of intermit- 
tent positive-pressure breathing—aerosol therapy these 
children evidenced both subjective and objective im- 
provement of more than a temporary nature. We 
believe these 40 cases serve as their own controls to 
uphold the efficacy of intermittent positive-pressure 
breathing—aerosol therapy in severe intractable cases 
of asthma in children that fail to respond to other types 
of therapy. In addition, this method allows us to get 
away from the danger of toxic effects that may occur 
with the prolonged use of even the latest steroids, 
although they have been found to be highly effective 
in the temporary relief of asthma both in adults '” 
and in children.’ 

We do not purport that intermittent positive-pres- 
sure-aerosol therapy is the only method of treatment 
of children with severe asthma nor that it should in 
many instances be emploved alone. About two-thirds 


Tasie 2.—Response of Asthma in Children Treated with Inter- 
mittent Positive-Pressure Breathing—Aerosol Therapy, 
September, 1952, to June, 1956 


Patients 
Treated with 
Intermittent 

Positive- 


Response to Intermittent 
-ositive-Pressure- 
Age Responding Aerosol Therapy 
Group, to Usua Pressure-Aeroso] 
at. Therapy, No. Therapy, No. Good Fair Poor 
1-5, 40 OR 2 
6-11 53 54 
12-17 12 18 


Mild Cases 


Total 105 100 


of the patients whose cases are reported in this paper 
have received supportive therapy, such as immunizing 
injections for allergies and colds and antihistamines, as 
well as general measures concerning diet, clothing, fa- 
tigue, environment, irritants, and immediate treatment 
of respiratory infections. We have given gamma globu- 
lin to one child with a hypog globulinemia associ- 
ated with his respiratory involvement. We do not 
routinely study the child for ag globulinemia 
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which has been reported associated with many chronic 
chest diseases,'* nor have we administered gamma 
globulin to a group of patients such as those treated 
by Bernton.'’ The low humidity of the Southwest helps 
to dry up bronchial secretions, and the lower air 
density of Albuquerque, N. Mex., where we are, re- 
duces respiratory work. 

Among the aerosols, isoproterenol hydrochloride has 
been the most widely used in our studies. Whenever 
a child does not respond to this or becomes nonre- 
sponsive during treatment, the medicament is changed 
to epinephrine and chlorobutanol (Vaponefrin). Two or 
three months later he may again become responsive to 
isoproterenol hydrochloride, and the two medicaments 
can be used interchangeably as needed. Antibiotics are 
used in cases where there is associated respiratory in- 
fection, and the choice depends upon the findings of 
the throat or sputum culture and sensitivity studies. 
Alevaire has been used almost exclusively as a wetting 
agent to help in the reduction of surface tension, 
liquefaction and emulsification of mucus, and potentia- 
tion of antibiotic agents. The enzymatic agent crystal- 
line trypsin (Trvptar) has been used periodically in 
patients with stubborn cases with thick, tenacious se- 
cretions. In many instances the incorporation of Ale- 
vaire and crvstalline trvpsin into the aerosol mixture 
has achieved success where failure occurred before 
with intermittent positive-pressure breathing—aerosol 
therapy employing bronchodilators and_ antibiotics. 
Both Alevaire and crystalline trypsin can be used safe- 
lv if emploved sparingly and at intermittent intervals.'* 
With crystalline trypsin mild flushing of the face may 
occur. Irritation of the respiratory tract can be lessened 
considerably by following the use of crystalline trypsin 
with a minute or two of an intermittent positive- 
pressure breathing water or saline aerosol flush. 

Approximately 25% of the children in this study had 
associated emotional problems requiring varving de- 
grees of psychotherapy. No children were removed 
from their family-home environment, but intensive 
play therapy and parental guidance were frequently 
given in collaboration with the clinical psvchology 
department. In a sense, the acceptance of intermittent 
positive-pressure breathing—aerosol therapy, the par- 
ticipation of the children in the Jet Room Club, and 
comparative progress among children and parents was 
an additional form of psychotherapy. 


Summary 2nd Conclusions 


In our series, 98% of children with asthma of vary- 
ing degrees responded to intermittent positive-pressure 
breathing—aerosol therapy among a group of 100 chil- 
dren treated by this method in a four-vear study. Eval- 
uation of the improvement was based on subjective 
symptomatic and physical changes and objective rou- 
tine laboratory and specific pulmonary function stud- 
ies. Forty of the children had failed to respond to the 
usual methods of therapy, which were adequate for 
another 105 children with less severe asthma. In our 
experience, therefore, we believe intermittent positive- 
pressure breathing—aerosol therapy for treatment of 
asthma in children has proved to be an adjunctive, 
“curative,” and prophylactic tvpe of treatment. Signifi- 
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cant reversal of changes due to pulmonary impairment 
warrant the consideration of this type of therapy in 
all children with severe intractable asthma. 


Details of special pulmonary function tests and special forms 
for recording history, physical findings, and analysis of objective 
tests are available from the authors on request. 

Intermittent positive-pressure breathing treatments in children 
under 6 years of age were given by means of the GBL Infant 
Hand Resuscitator, with special aerosol attachment, or by 
means of a modified infant model of the Bennett TV-2P positive- 
pressure therapy machine. All other treatments were given with 
the standard Bennett TV-2P machine. 

The isoproterenol hydrochloride (Isuprel) and Alevaire in 
this study were supplied by Winthrop-Stearns, Inc., New York, 
and the crystalline trypsin as Tryptar aerosol by the Armour 
Laboratories, Kankakee, Hl. 
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STANDARD NOMENCLATURE IN APPROVED CANCER CLINICS 


Edward T. Thompson, M.D., Washington, D. C. 


and 
Danely P. Slaughter, M.D., Chicago 


The past few vears have shown an increase in the 
number of cancer clinics, both diagnostic and diag- 
nostic and therapeutic. The rapid development of 
these clinics has focused interest and attention on the 
necessity of maintaining good case records with ef- 
fective follow-up systems. 

In the Standard Nomenclature of Diseases and 
Operations,’ kept continuously current by the Amer- 
ican Medical Association, is found the system of 
nomenclature used by over 85% of hospitals in the 
United States and Canada. The terminology used in 
this nomenclature relative to the classification and 
designation of neoplasms was cooperatively deter- 
mined by the A. M. A., the American Cancer Society, 
the American Society of Clinical Pathologists, the 
Armed Forces Institute of Pathology, the National 
Research Council, the United States Public Health 
Service, the United States National Committee on 
Health and Vital Statistics, and other interested groups. 

These, together with the American College of Sur- 
geons, are the organizations and groups most inter- 
ested in tumor terminology and classification. The lack 
of uniformity of terminology and the need to compare 
findings and studies, nationally and internationally, 
should stimulate physicians to use correct and accept- 
able tumor terminology. Such usage would develop 
uniformity of expression for educational purposes. It 
must be recognized that no system of tumor terminol- 
ogy is final and that changes must be made to con- 
form to later views. This is to be expected as research 
and study directed toward the problem of cancer 
undoubtedly will result in alterations and new inter- 
pretations of present concepts. These changes in many 
instances will not be drastic, and will involve the 
changing of probably only one digit in the etiological 
code. 

The use of this nomenclature for the designation, 
classification, and coding of clinical diagnoses of pa- 
tients in cancer clinics is encouraged and stressed as 
the preferred system, as it is the only nomenclature 
currently maintained and acceptable to the many 
medical specialty organizations and groups. A con- 
sulting committee on neoplasms is continuously avail- 
able to the editors of the Standard Nomenclature, and 
problems at issue are reviewed by this committee when 
they arise. 

To assist cancer clinics in the correct installation and 
use of the Standard Nomenclature in their registries 
of cancer cases, the following material has been 
prepared. 


Editor, Standard Nomenclature of Diseases and Operations 
(Dr. Thompson) and Chairman, Committee on Cancer, Ameri- 
can College of Surgeons ( Dr. Slaughter). 


* The Standard N clature of Diseases and Oper- 
ations expedites the designation, classification, and 
coding of essential clinical information. It is encour- 
aged and stressed as the preferred system for use in 
cancer clinics, as it is the only nomenclature currently 
maintained and acceptable to the many medical spe- 
cialty organizations and groups. Two methods of 
filing are illustrated. The use of coding numbers 
makes it easy to locate all information of any partic- 
ular type and gives excellent results in preparing 
summaries, following up cases, and accomplishing 
other essential purposes of a cancer register. 


Requirements for Approval of Clinics 


The medical staff of cancer clinics is directly con- 
cerned and involved with the medical records of the 
clinic and desires a system of designation, classifica- 
tion, and coding of clinical diagnoses that will secure 
information relative to patients with the least possible 
delay, effort, and cost. Other systems are being used, 
and it is recognized that the selection of a particular 
system may be controversial. However, the system 
described herein has been used and found by actual 
test to be effective, efficient, and economical. 

The American College of Surgeons, which has as- 
sumed responsibility for approval of cancer clinics, 
requires that for approval these clinics must meet 
stated minimum requirements.” These requirements 
will vary with the type of cancer clinic. Cancer clinics 
usually fall into two patterns: those that provide con- 
sultation or diagnostic services and those that offer 
treatment service in addition to consultation and diag- 
nostic services. (A minimum requirement is that clin- 
ical records must be abstracts of the patient's history, 
and must include laboratory findings, diagnosis and 
autopsy information, when such data are available. ) 

In either tvpe, to meet the minimum requirements 
it is necessary for a cancer clinic to provide an abstract 
of individual patient case records and follow-up sec- 
tion; an alphabetical list of patients, with specified 
identifying data; a classification of patients by neo- 
plastic disease; and an annual accession register, which 
consists of a listing of the individual patient's cancer 
clinic number. When cancer clinics have established 
procedures and methods to accomplish these require- 
ments, the cancer clinic will have established a cancer 
registry. 

As of Jan. 1, 1956, cancer clinics are being evaluated 
by the American College of Surgeons only when 
they have registries in operation. Most cancer clinics 
are conducted as parts of, or in connection with, gen- 
eral and special hospitals, and, with rare exception, 
all such hospitals have been approved by the Joint 
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TUMOR REGISTRY ABSTRACT FORM 


DIAGNOSIS 


FINAL DIAGNOSIS 


(SPECIFIC PRIMARY SITE OF CANCER) 


BASIS OF DIAGNOSIS: AUTOPSY | HISTOLOGY | x-RAY | | CLINICAL ONLY | OTHER SPECIFY | 


HISTOLOGICAL DIAGNOSIS 


(PATHOLOGY REPORT) 


DATE OF DIAGNOSIS EXFOLIATIVE CYTOLOGY 


STAGE OF DISEASE: LOCALIZED! | REGIONAL INVOLVEMENT| | REMOTE METASTASIS[ | 


HISTORY 


WAS CASE POSITIVELY DIAGNOSED AS CANCER BEFORE THIS ADMISSION: NO) Yes| 1F YES - DATE 


HAS PATIENT BEEN PREVIOUSLY TREATED FOR TH!S CANCER? NO vYes| _}] IF “YES” - DATE 


NAME OF DOCTOR OR HOSPITAL 


TREATMENT 


TREATMENT 


TYPE. SURGERY| | RADIATION | NONE, UNKNOWN|[ | OTHER, | PATIENT REFUSES TREATMENT| | 


PURPOSE CURATIVE| PALLIATIVE| DIAGNOSIS ONLY! UNKNOWN 


DATE & TYPE OF TREATMENT 


DATE OPERATION 


SURGEON ASSISTANT 


ANESTHETIST NURSE 


GROSS FINDINGS 


a 
> 
= 
x 
Qa 
w 
w 
> 
p= 
< 
ax 
Qa 
Zz 
Zz 
0 
VU 


CONDITION AT DISCHARGE ALIVE) DEAD. IF DEAD - DATE OF DEATH 


IF ALIVE NO CLINICAL EVIDENCE OF CANCER, NOT FREE OF CANCER 


MARITAL STATUS 


NEAREST 


AGE ace waro[_ | cunic! 


RELATIVE ADDRESS 


STREET CURRENT CLINICAL STATUS 


< 
a 
~ 
a 
° 


MORTALITY 


MONTH FOR NEXT FOLLOW-UP CONTACT DATE 


< 
| 


HOSPITAL NO. 


| DATE 
| Fee [mar [arr | May aus |serr } oct | NOV | DEC | ADMITTED DISCHARGED 
Me 


CODE NUMBFR PATIENT NA 


4 


Fig. 1.—Suggested abstract form (open) for patient index in cancer clinics. 
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Commission on Accreditation of Hospitals. It is now 
mandatory that hospitals operating cancer clinics be 
approved by the Joint Commission on Accreditation 
of Hospitals before the American College of Surgeons 
will assess their cancer program. 

The methods of establishing and maintaining a 
cancer register do not follow a set pattern. This lack 
of uniform methodology for cancer registries has cre- 
ated confusion and controversy. This paper is an at- 
tempt to clarify some of the confusion and to outline 
briefly a methodology that is simple and yet will meet 
satisfactorily the requirements of the American Col- 
lege of Surgeons for the approval of a cancer registry. 


Clinical Records 


The cancer patients’ index file need differ in no 
material way from the ordinary patients’ index file 
routinely maintained by hospitals, except that the 
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The individual patient's case record need not be 
retained in the cancer clinic. It may be filed with 
case records of other patients, either in a centralized 
hospital and outpatient clinical record file or in a 
decentralized system consisting of separate hospital 
and outpatient clinical record file. Regardless of 
whether it is retained in the cancer clinic, a summary 
or abstract of the chart of every cancer patient is a 
necessary part of a cancer registry. 

This abstract record, if properly designed, main- 
tained, and utilized, can greatly reduce the amount of 
clerical work on the part of the medical record librar- 
ian or the clinic clerk. Proper design of this form can 
eliminate the necessity of recording duplicate informa- 
tion on both the patient's index and the accession regis- 
ter, as the abstract form can supply necessary clinical, 
statistical, and follow-up information at one source. 
The abstract form (fig. 1 and 2) accomplishes this. 


FOLLOW-UP INFORMATION 


bd ACME 711863-6 
SURVIVAL] SOURCE EVIDENCE EVIDENCE LOCAL MET- STATUS DATE 
DATE TIME ALIVE or ASTASIS [UNKNOWN] DEAD SUBSEQUENT TREATMENT OR REMARKS FOR NEXT 
MONTHS CONTACT CANCER CANCER CURRENCE CONTACT 


CAUSE OF DEATH AUTOPSY ves | NO 
~ w = 
| MONTH FOR NEXT FOLLOW-UP CONTACT | DATE ao} al? 
[san [ree [mar | ape | may [seer | ocr | nov | vec ADMITTED DISCHARGED CC. NO | HOSPITAL NO 


CODE NUMBER PATIENT NAME 


Fig. 2.—Suggested abstract form (folded) for patient index in cancer clinics. 


former index file should be limited to those patients 
who are admitted to the clinic either for consultation, 
i. e., diagnosis only, or for diagnosis and treatment. 
As the purpose of this index is to have available in 
alphabetical order the names of patients attending 
the clinic, with cross reference to the cancer clinic 
number, the information contained on each case should 
be sufficient to identify the individual without con- 
fusion with any other patient. 

The accession register is an annual, chronological 
list of cancer clinic patients’ identification numbers, 
with cross reference to the patients’ names. Essentially, 
the purpose of this list is to supply statistical data rel- 
ative to new patient load and to assure individuality 
without duplication of cancer clinic patients’ records. 


In addition, this form serves as a disease index 
classification card. It also provides for follow-up for 
a five-vear period. As the bottom lines carry the Stand- 
ard Nomenclature neoplasm code at the extreme left, 
the cards should be filed in one of two ways: either 
consecutively and continuously or by yearly periods. 
In either case, the progression of filing should be by 
strict etiological sequence. This is the reverse of the 
usual method of filing disease index cards, which is 
to file the cards in strict topographic sequence. How- 
ever, by filing these cards by strict etiological sequence 
and topographic sequence secondarily, all cases of the 
same type of neoplasm are grouped together. If the 
method is to file by vearly periods, the same procedure 
should be followed except that the file is started 
anew as of a set day each vear, such as Jan. 1. 
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The first method is illustrated by table 1. Or, they 
may be arranged by year in strict etiological sequence 
according to topography (table 2). 

Either of the filing methods provides the five-year 
statistical figures. When the first method outlined is 
used, all adenocarcinomas are grouped together, re- 
gardless of when in a five-year period they were ad- 
mitted. In other words, if one wished to study all 
adenocarcinomas regardless of topography they would 
be under 8091, while if one wished to study all adeno- 
carcinomas of the pancreas the 690 cards under 8091 
all fall together and may be studied as a group. In 
many instances research is done from the index file 
without removing the cards from the hanger, as filler 
cards may be added when needed for additional fol- 
low-up work. 


TABLE 1.—Continuous Method of Filing Disease Index Cards® 
* Date Date Cancer Hospital 
Code No. Patient’s Name Admitted Discharged Clinie No. No. 
680-8073 Hart, Nancy 5 
Lanz, Edward 
Adams, Edward 
Jarvis, Mary 
Knowles, Edwin 
Ashbaugh, Nora 
Monroe, John 
Roe, Joe 
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a matter of opinion. The most important consideration 
is the ease with which the diagnostic index may be 
used and the systematology of installation. 


TaBLe 2.—Etiological Method of Filing Disease Index Cards 


Date Date Cancer Hospital 
Code No. Patient's Name Admitted Discharged Clinie No. No. 


690-8091 Roe, Joe 7/ 6/5 7/10/51 
640-8091 Ashbaugh, Nora 


310-8091 Jarvis, Mary 
690-8091 Monroe, John 
243-879 Devine, George 
410-879 Tolin. Albert 


680-8073 Hart, Naney 
680-8073 Lanz, Edward 
685-8073 Adams, Edward 
310-8091 Knowles, Edwin 
410-879 Ingals, Ida 


135-814 Baskus, Norma 5 
147-814 Falls, Ida 5 
310-814 Nye, Katherine 7/ 
330-814 Edwards, George 2 


The excellent results obtained from the use of the 
records is evidence of the maximum benefit derived 


from this indexing system. By the use of this form the 
major purposes of a cancer register are obtained: (1) 


to make available abstracts of clinical records, (2) to 
provide a neoplastic disease classification index, (3) 
to provide a systematic follow-up for a five-year period 
or longer, (4) to provide statistical data relative to 
cancer salvage, and (5) to accomplish these purposes 
with the minimum of duplication of information on 
other indexes and forms. 


Baskas, Norma 

Falls. Ida 

Nye, Katherine 

Edwards, George 

Devine, George 5/ 6/5 5/12/58 
Tolin, Albert / 1/ 1/10/53 


* Data as shown on pottom of disease index cards, figures 1 and 2. 


If the cards are filed by year, each year must be 
studied separately for a specific type of neoplasm. This 
requires more time on the part of the individual 
doing the research. As previously stated, both methods 
of filing the cards are effective and preference is only 


References 


1. Standard Nomenclature of Diseases and Operations, New 
York, Blakiston Company. 

2. Manual for Registries and Cancer Clinical Activities, 
Chicago, American College of Surgeons (Oct.) 1955. 


Cardiac Arrest.—The term, cardiac arrest, is employed broadly—too broadly—to cover many 
catastrophes in the operating room. We have long urged that cardiac arrest be used as a 
label only for those patients whose hearts, normal, or largely free from disease, suddenly and 
unexpectedly stop during operation. Seventeen of the ninety deaths in this group occurred on 
the operating table. The patients’ heart stopped beating, but for definite reasons. The ma- 
jority were cyanotic; some had only an exploratory operation; others had shunt operations 
but were so hypoxic during the procedure that their oxygen-starved hearts became slower 
and weaker and finally stopped. Two infants with unsuspected fibroelastosis died during opera- 
tion. Their hearts just stopped beating because they were hopelessly damaged. Three chil- 
dren had brain hemorrhage during operation, and when impulses from the brain were shut off 
the heart action ceased. 

During open chest operations, when the heart is constantly in view, it is possible to see 
the impending failure of heart action. Often we knew that the heart was going to stop but 
were powerless because of the basic disease to do much about it. Stopping the operation and 
inflating the lungs temporarily improved oxygenation and heart action, but as soon as the 
lung was again collapsed the inevitable became obvious. Perhaps it is quibbling with terms, 
but when hypoxia becomes severe enough any heart will stop. Why call that cardiac arrest? 
If a diagnosis of cardiac arrest in the operating room were made only in case of sudden and 
unexpected cessation of action of a normal or near-normal heart, the spotlight of study could 
be focused upon an entity. So long as any death in the operating room is conveniently labelled 
cardiac arrest, the real villain is apt to escape detection.—W. J. Potts, M.D., W. O. McQuis- 
ton, M.D., and T. G. Baffes, M.D., Causes of Death in One Thousand Operations for Congeni- 
tal Heart Disease, A. M. A. Archives of Surgery, September, 1956. 


‘ . 
1951 
52 360 
1953 
?/ 6/53 2/ 9/53 1010 2862 
2/10/58 2/19, 53 1016 2876 
5/ 6/58 5/12/53 1209 3200 
1/ 1/58 1/10/53 759 2626 
1954 
5) 6/54 5/30/54 1400 4516 
1 6/54 114,54 1330 4250 
710 54 7/20/54 1616 4765 
614 54 6 1606 4720 
1955 
DO 39 14,55 1S 
26/55 3/31, 55 1873 
10/55 2/16/55 1808 
- 
135-814 1856 
147-814 1873 
310-814 5998 
330-814 L808 
243-879 1209 3200 
410-879 759 2626 
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CLINICAL NOTES 


ABDOMINAL PAIN IN 


Albinas Garunas, M.D., Berwyn, II. 


Hyperlipemia is a condition in which there is an 
increase of the neutral fat in the serum. If this in- 
crease is of sufficient degree, the serum may become 
milky in appearance. The disproportionate increase in 
neutral fats, rather than the absolute increase in the 
total lipid concentration, is responsible for the milk- 
iness of the serum. This lactescence is due to the large 
size of the fat particles; an increase of cholesterol or 
phospholipids without an increase of neutral fat never 
causes milky serum. Thannhauser ' states that the des- 
ignation hyperlipemia should be reserved exclusively 
for an abnormal increase of neutral fat in the serum, 
whereas the terms “hyperlecithinemia” and “hyper- 
cholesteremia” should be used to designate the increase 
of these lipids in the serum. Hyperlipemia is observed 
under a number of pathological conditions, such as 
lipid nephrosis, the nephrotic state of glomerulo- 
nephritis, thrombosis of the renal veins, diabetes mel- 
litus, pancreatitis, hepatic disease, pregnancy, myxe- 
dema, poisoning, cachectic states, glycogenosis (von 
Gierke’s disease ), and lipid histiocytosis of phosphatide 
type ( Niemann-Pick disease ). 

Cases of hyperlipemia without apparent cause are 
known as essential hyperlipemia, which is diagnosed 
largely by exclusion. Such hyperlipemia may be 
caused, as Thannhauser ' describes, by a sluggish re- 
moval of neutral fat from the blood stream into the 
fat depots and into the organs that metabolize fat. 
The mechanism of such disorder is not clear at present. 
It may be a neuroregulatory dysfunction or an an- 
atomic change in the walls of the capillaries from 
which the neutral fat passes into the tissue spaces. 
Clinically, essential hyperlipemia may be manifested 
by abdominal pain, hepatosplenomegaly, or xanthoma- 
tous skin lesions accompanied by an elevated fasting 
level of serum neutral fat. The purpose of this case 
report is to call attention to this rare variety of abdom- 
inal pain, which can readily be mistaken for a surgical 
condition. 

Report of a Case 

A 27-year-old woman was admitted to the Chicago Municipal 
Tuberculosis Sanitarium on July 22, 1954, with a condition 
diagnosed as pulmonary tuberculosis, In addition to tuberculosis, 
the patient gave a history of epigastric pain since November, 
1950, when she had had a miscarriage. Since that time she had 
complained of epigastric pain at intervals of three to four weeks. 
The attacks were characterized by a rather diffuse, constant 
aching, with an occasional sharpness or soreness across the upper 
part of the abdomen around to the right. They were accompanied 
usually by nausea and vomiting. There was no fever. Such pain 
lasted for three to four days and then subsided by itself, or was 
relieved by the use of “pain pills” or a hot-water bottle. The 
complaints had no connection with any type of food except ice 


From the City of Chicago Municipal Tuberculosis Sanitarium, 
North Riverside Division. 


ESSENTIAL HYPERLIPEMIA 


cream and other too-fatty foods, which caused sickness, The 
stools never had been black or bloody. In 1951 the abdominal 
pain became more severe, and in June, 1951, abdominal sur- 
gery was performed to remove the gallbladder and appendix. In 
the gallbladder were found a round, yellow-black stone meas- 
uring 15 mm. and another small, soft, light-yellow stone. The 
pathologist reported chronic cholecystitis, cholelithiasis, and a 
normal appendix. After the operation the abdominal pain per- 
sisted, and in December, 1951, the patient was hospitalized 
in another general hospital for the same complaint. Because 
she had considerable abdominal pain of the type described, 
it was decided to do an exploration of her common bile duct 
and pancreas to exclude the possibility of a common duct stone 
and pancreatitis as the cause. ) 

On Dec. 8, 1951, when the abdomen was opened, a manual 
exploration of the liver, stomach, esophageal hiatus, and spleen 
was negative. The pancreas was slightly more firm than normal, 
but no active pancreatitis was present at the time of surgery. 
A needle biopsy of the pancreas showed slight periductal fibro- 
sis but no marked active pancreatitis. The common bile duct 
was exposed and found to be smaller than is usually the case 
after cholecystectomy. No stones were found within, and a 
small probe passed easily into the duodenum. A liver biopsy 
was performed, and the pathologist reported grade 1 perichol- 
angitis with fibrosis. On Jan. 23, 1952, the patient was dis- 
charged from the hospital. 

The following laboratory data were obtained during this 
hospitalization: an excretory urogram was normal, as was a rou- 
tine urinalysis. No elevation of the serum amylase or lipase 
levels occurred after the patient had been given codeine. The 
serum cholesterol level was 236 mg. per 100 cc., and the level 
of serum cholesterol as esters was 106 mg. per 100 cc. The 
serum phospholipid level was 320 mg. per 100 cc., and the 
level of serum fatty acids was 1,860 mg. per 100 ce. 

After the patient was discharged from the hospital, her re- 
current epigastric pain persisted, and, on Sept. 3, 1952, she 
was hospitalized in the third general hospital, with a diagnosis 
on admission of acute pancreatitis. Physical examination re- 
vealed tenderness along the midline in the epigastrium as well 
as along the right and left costal borders. The results of the 
physical examination were otherwise normal. The liver and 
spleen were not enlarged, and there were no skin lesions. 
Fluoroscopy of the esophagus, stomach, and duodenum showed 
no abnormalities. In a few days the patient became asympto- 
matic, and, on Sept. 19, 1952, she was discharged with a diag- 
nosis of chronic pancreatitis. 

In the hospital and after discharge the patient had been on a 
fat-free diet, but recurrent epigastric pain with vomiting per- 
sisted, and one month later the patient was hospitalized again 
in the same hospital with a diagnosis on admission of acute 
pancreatitis. Physical examination of the abdomen revealed 
moderate tenderness in the epigastrium along the costal border. 
The liver and spleen were not palpable. The results of the 
physical examination were otherwise normal. The patient was 
discharged after 27 days, with the diagnosis of chronic pan- 
creatitis. 

The following laboratory data were obtained during the last 
two hospitalizations: the red, white, and platelet blood cell 
counts and hemoglobin level were normal, and urinalysis was 
negative. The urine diastase level was 8 units per 100 cc. The 
reaction to the Wassermann blood test was negative. The non- 
protein nitrogen level was 20 mg. per 100 cc. The total serum 
protein level was 6.4 gm. per 100 cc., with albumin 4.1 gm. 
and globulin 2.3 gm. per 100 cc. The level of inorganic phos- 
phorus was 4.5 mg. per 100 cc.; that of alkaline phosphatase, 
1.6 Bodansky units per 100 cc.; and that of total cholesterol, 
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268 and 290 mg. per 100 cc. The icteric index was 4 units; se- 
rum was very lipemic. Cephalin Hocculation yielded no precipi- 
tate, and the thymol turbidity value was 44.8 units. 

After discharge from the hospital, the patient had recurrent 
attacks of abdominal pain until 1954, when she became preg- 
nant; after that time her abdominal attacks decreased in sever- 
ity and frequency. A routine prenatal chest x-ray revealed pul- 
monary pathology suggestive of tuberculosis, and her sputum 
was found to be positive for tubercle bacilli. On July 22, 1954, 
the patient was hospitalized in the Chicago Municipal Tuber- 
culosis Sanitarium, with a diagnosis of pulmonary tuberculosis, 
moderately advanced and active: pleurisy in the right lung; 
and five-months pregnancy. 

The family history revealed that the patient’s mother died 
at 56 years of age of a heart attack and that her father was 
alive at the age of 64 but suffered from asthma. She had two 
brothers and two sisters, all of whom were living and well. The 
patient reported a history of chicken pox, measles, mumps, and 
scarlet fever. She had had spontaneous abortions in 1950 and 
1953. During the last four years the patient has lost 41 Ib. 
(18.6 kg.), going from 193 to 152 Ib. (87.5 to 68.9 kg.). 
Physical examination disclosed a well-nourished woman, 5 ft. 
7.5 in. tall and weighing 152 lb. Her blood pressure was 105/70 
mm. Hg. Skin and mucous membranes were normal, and there 
were no xanthomatous lesions. Her heart was not enlarged to 
percussion, the rhythm was regular, and there were no cardiac 
murmurs. There were decreased resonance and diminished 
breath sounds over the lower region of the right lung, and 
there was bronchial breathing with a few moist rales over the 
upper lobe of the left lung. The abdomen was soft, and the 
liver was palpable about 1.5 cm. below the right costal margin. 
The spleen was not palpable. The uterus was enlarged compat- 
ible with a five-months pregnancy. The remainder of the physi- 
cal and neurological examination gave negative results. 

In the sanatorium, new tests were taken to determine lipid 
levels, blood cell count, urine content, liver and biliary function, 
endocrine metabolism, roentgenographic appearance, and tissue 
condition. 

Laboratory Findings.—Total serum lipid levels were 3,200 
mg. per 100 cc. (normal 340 to 800 mg. per 100 cc.), 3,100 
mg. per 100 cc., and 3,680 mg. per 100 cc. (The total lipid 
level of patient’s father was 740 mg. per 100 cc.) Serum phos- 
pholipids measured 740 mg. per 100 cc. The total serum chol- 
esterol level was 230 mg. per 100 cc., and the level of serum 
cholesterol as esters 190 mg. per 100 cc. The complete blood 
cell count and bleeding and clotting times were within normal 
limits. Repeated urinalyses were normal. The nonprotein nitro- 
gen levels were 23 mg. and 29 mg. per 100 cc. 

Sodium iodipamide (Cholografin sodium) studies showed 
that the gallbladder was absent and that the right and left 
hepatic ducts were normal; no stones were noted. The total 
serum protein level was 8.27 gm. per 100 cc., with 4.49 gm. 
of albumin and 3.78 gm. of globulin per 100 cc. The level of 
alkaline phosphatase was 4 Bodansky units per 100 cc., and 
cephalin flocculation showed +3 precipitate. The serum was 
not icteric but was too lipemic for thymol turbidity and _bili- 
rubin level tests to be performed. In the sulfobromophthalein 
test, 5% of the dye was retained in the serum 45 minutes. 

The basal metabolic rate was +7. Fasting blood sugar levels 
were 117 mg. and 80 mg. per 100 cc. The glucose tolerance 
test revealed 112 mg. per 100 cc., fasting; one hour, 145 mg. 
per 100 cc.; two hours, 165 mg. per 100 cc.; ind three hours, 
104 mg. per 100 cc. When the patient was admitted, her chest 
x-ray revealed a cavity in the extreme apex on the right and 
rather extensive infiltrative disease in the upper lung field on 
the left, with some thickening along the right costal grill. A gas- 
trointestinal series yielded normal results. On a flat film of the 
abdomen, no intra-abdominal calcifications were visible. X-rays 
of the skull, the thoracic spine, the lumbar spine, and the pel- 
vis were negative. 

A needle aspiration of sternal marrow was performed. The 
microscopic examination disclosed a moderate number of lipoid 
histiocytes and foam cells. Specimens of surgically removed 
lung tissue disclosed a partially filled cavity on the right and 
fibrocaseous tuberculosis bilaterally. 

In December, 1954, the patient had an uneventful delivery 
at term. Her pulmonary tuberculosis responded well to chem- 
otherapy and bed rest. Pulmonary surgery was performed for 
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the residual bilateral disease, with a wedge resection of the 
upper lobe of the right lung in October, 1955, and wedge re- 
section of the upper lobe of the left lung in February, 1956. 
The convalescence after both procedures was uneventful, Eye- 
ground examination by the ophthalmologist on Sept. 23, 1955, 
revealed a lighter color of the arteries. 

During the 22 months in the Municipal Sanitarium the pa- 
tient experienced only four severe attacks of abdominal pain 
with vomiting and tenderness over the abdomen, despite the 
fact that she was on a regular diet with no restriction of fat 
for most of that time. No marked enlargement of the liver was 
noted at the time of the attacks. On May 18, 1956, the patient 
was discharged, with instructions to follow a low-fat diet. 


Comment 


The first case of idiopathic or essential hyperlipemia, 
which occurred in a 12-vear-old boy, was described 
in 1932 by Biirger and Griitz.” Subsequently reports 
of more than 50 cases have appeared in the literature. 
The disease has been reported in both sexes and in all 
age groups. A familial tendency is reported in this 
disorder, but in the case reported here the patient's 
father was examined and lipid levels were found to be 
within normal limits. Xanthomatous skin lesions have 
been reported in about one-half of the reported cases. 

Abdominal pain has been viewed as a characteristic 
svmptom of essential hyperlipemia, although it was not 
present in all patients. Lever’ found abdominal pain 
had occurred in 23 of the 41 reported cases. The pain 
was usually in the upper part of the abdomen. In 
some cases it was an aching discomfort *; in others 
the pain was of such character as to lead to the diag- 
nosis of an acute abdominal emergency.’ The cause 
of this abdominal pain still is obscure. In the case 
reported by Holt and associates,” it was found that 
episodes of abdominal crisis could be predicted with 
the estimation of neutral blood fat. With each attack 
engorgement of the abdominal veins was noted, and 
after each attack the liver and spleen were found 
to have increased in size. The critical level for neutral 
blood fat was about 8 gm. per 100 cc.; when the blood 
fat exceeded this figure an attack ensued within a 
few hours. The reduction in the blood fat was very 
rapid, chiefly in the first day of the attack, at the rate 
of about 1% per hour. In about two weeks after the 
attack the liver and spleen decreased in size, only to 
enlarge again immediately after the next abdominal 
crisis. Since there was no evidence of abnormal excre- 
tion of fat in urine and stools during the attack, the 
authors concluded that the fat removed from the blood 
went to the liver and spleen and that acute distention 
of their capsules caused the pain. 

Pancreatitis could be another cause of abdominal 
pain in hyperlipemia. Hyperlipemia manifested by a 
milky serum may accompany acute pancreatitis.’ Hy- 
perlipemia may clear when symptoms of acute pan- 
creatitis subside, but in some cases it persists during 
the symptom-free intervals between attacks. Hyper- 
lipemia is considered to be a rare condition in pan- 
creatic disease. Klatskin and Gordon * found only 10 
cases previously reported in the literature. 

There still is no unanimity as to whether chronic 
pancreatitis causes hyperlipemia, or whether pan- 
creatitis follows hyperlipemia. Klatskin and Gordon in 
their studies concluded that the two diseases are iden- 
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tical. They stated that, when pancreatitis occurs in 
such cases, it is the result rather than the cause of 
hyperlipemia and is due to alterations in the physical 
state of the serum lipids leading to vascular occlusions 
by clumped lipid particles. An interesting fact is that 
in completely depancreatized dogs there was found 
to be a marked reduction of the total lipids in the 
blood and a parenchymatous degeneration of the liver.” 
In my reported case, laboratory findings did not con- 
firm any pancreatic insufficiency, and exploratory 
laparotomy and needle biopsy of the pancreas revealed 
no gross or marked microscopic pathology. One can 
exclude pancreatitis as a cause of hyperlipemia and as 
a cause of abdominal pain in this case. 

It is well known that estrogen does affect the lipid 
metabolism, and in female patients receiving estrogen 
a sharp reduction was found in the ratio of total 
cholesterol to lipid phosphorus.® A definite correlation 
between hormonal changes (as in abortion or preg- 
nancy) and painful attacks was noted in my case. 
The question is whether this relationship was only a 
coincidental finding or whether hormonal changes 
affected the physiochemical changes of the patient's 
lipids and thereby caused the painful abdominal at- 
tacks. 

A low-fat diet proved to be effective in reducing 
the level of total lipids in the blood and often in 
eliminating abdominal pain. This patient was on a 
low-fat diet prior to admission to the Municipal 
Tuberculosis Sanitarium, and response in her case was 
not as good as has been reported in the literature for 
such cases. Prognosis in this disorder has been con- 
sidered good. 

Summary 


A case of essential hyperlipemia was success- 
fully diagnosed after the patient had undergone sev- 
eral hospitalizations and exploratory operations. The 
elevation of neutral fat level, and, to a lesser ex- 
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tent, of phospholipids, in the blood and acute ab- 
dominal pain were characteristic manifestations of 
this disease. 

The relationship between essential hyperlipemia 
and pancreatitis presents the question as to whether 
hyperlipemia is the cause or the result of pancreatitis. 
The cause of the abdominal pain associated with 
hyperlipemia is also still open to question. 


7501 W. Cermak Rd. 
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Staphylococcic Infections.—There are unique teatures in staphylococcus-host relationships 
which set this microorganism apart as a highly adaptable parasite capable of surviving within 
human serum and phagocytic cells, and adjusting to meet unfavorable new environments, 
including human tissues bathed in antimicrobials. The population group now developing 
a different group from that acquiring staphylococcal intec- 
tions during the period before antimicrobials were available. In general, these patients are 
individuals with advanced, serious and potentially fatal disease who acquire staphylococcal 
infections within the hospital. The increasing incidence of infection in this group due to 
strains of staphylococci unsusceptible to many antimicrobial agents constitutes a disturbing 
problem. Nevertheless, it is difficult to assign our therapeutic failures to drug resistance alone 
in a significant number of cases. The basic underlying disease upon which staphylococcal 
infection is superimposed is commonly the important factor in determining the outcome. In 
this era of antimicrobial coverage, the staphylococcus appears to have displaced the pneu- 
mococcus as the invader in terminal illness. The healthy human host possesses a high degree 
of resistance to infections due to staphylococci. 
infections, once initiated, will continue to cause the death of a number of seriously ill pa- 
tients who now constitute a large part of our hospital populations. It is doubtful that new 
antimicrobials will alter this situation, and, indeed, there is much to suggest that antimicro- 
bials have played a role in the emergence of staphylococci as a troublesome hospital prob- 
lem. . . . Methods which may prevent staphylococcal infections in altered, abnormal hosts 
now merit equally serious investigation in the hope of reducing the hospital incidence of 
staphylococcal disease.—D. E. Rogers, The Current Problem of Staphylococcal Infections, An- 


staphylococcal infections is .. . 


nals of Internal Medicine, November, 1956. 


. . It appears probable that staphylococcal 
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Sjoerdsma and his associates have described a sim- 
ple qualitative urine test for the detection of increased 
amounts of the serotonin metabolite, 5-hydroxyindole- 
acetic acid (5-HIAA).' This test is based on the 
development of a purple color, specific for 5-hydro- 
oxyindoles, on the addition of 1-nitroso-2-naphthol and 
nitrous acid. In normal individuals 5-hydroxyindoleace- 
tic acid is excreted in the urine in amounts varying 
from 2 to 9 mg. per day, while in six patients with 
metastatic carcinoid (argentaffnoma) its excretion was 
found to vary from 76 to 580 mg. per day.* These 
authors have not encountered other clinical conditions 
associated with an elevated excretion of 5-hydroxvindo- 
leacetic acid and feel that the test is specific for 
metastatic carcinoid. 

Due to the widespread interest in the action and 
metabolism of serotonin, it was felt that it would be 
interesting to perform this test on a large number of 
patients in an effort to determine if, indeed, there are 
conditions other than metastatic carcinoid that pro- 
duce an elevated excretion of 5-hydroxyindoleacetic 
acid and also to ascertain the incidence of false-positive 
tests due to various drugs. 


Method 


The test was performed on random urine specimens 
in the manner described by Sjoerdsma.' With each 
group of urines tested, a positive control containing 
serotonin creatinine sulfate was run. Dilution studies 
with this serotonin compound showed a positive reac- 
tion down to a dilution of 0.04 mg. per milliliter. This 
is equivalent to the 40 mg. level of 5-hydroxyindoleace- 
tic acid in a 24-hour urine specimen containing 1,000 
ml. that was reported by Sjoerdsma as the lower limit 
of sensitivity of the test. The specimens, which were 
obtained from the routine urine laboratory of the 
Massachusetts Memorial Hospitals in a random fash- 
ion, included urine from patients of all ages who had 
different conditions and took a wide variety of medi- 
caments. 


Results 


The test was performed on 1,120 urine specimens, 
obtained from 1,023 patients, none of which gave the 
purple color characteristic of a positive test. However, 
other colors were noted. A light yellow and _ pale 
brown color were encountered frequently and did not 
correlate with any clinical condition, urinary findings, 
or drugs. Less frequently (in 11 specimens) a pink 
color was noted, and in 4 of these instances the speci- 
mens, which were collected for a_phenolsulfon- 
phthalein test, contained phenolsulfonphthalein. Also, 
in six specimens an orange color was noted; Pyridium 
(3-phenylazo-2, 6-diaminopyridine hydrochloride ) was 
the suspected cause in one instance, and the others 
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EVALUATION OF THE URINE TEST FOR SEROTONIN METABOLITES 


Daniel N. Mohler, M.D., Boston 


were unexplained. Another drug found to cause a 
color change was mephenesin (Tolserol), which gave 
a red color. Crude root Rauwolfia has also been re- 
ported to give a red color,* but in this study urines of 
patients taking crude root Rauwolfia as well as other 
Rauwolfia preparations were found to give no color 
change. It has also been reported that acetanilid being 
excreted as acetvl-p-aminophenol will give a false- 
positive reaction.” However, after I took 2 Gm. of this 
drug at bedtime and then tested a concentrated morn- 
ing urine specimen, I noted no color change. This drug 
is no longer used in the common analgesics and can 
only be found in Bromoseltzer. Urines containing large 
amounts of ketoacids have been reported to inhibit 
the color reaction,’ but the urine of a patient with dia- 
betic acidosis, which gave a strongly positive test for 
acetone, failed to inhibit the color reaction at the 0.04 
mg. per milliliter dilution of serotonin. However, it 
may well be that higher levels of ketoacids than were 
present in this patient’s urine are necessary to inhibit 
the reaction. 
Comment 


Normal people excrete 2 to 9 mg. of 5-hydroxyindo- 
leacetic acid daily, and this qualitative test does not 
become positive until levels of approximately 40 mg. 
daily are excreted. Thus, it is obvious that, while this 
test is very useful in detecting the gross changes in 
excretion of this substance that are found in metastatic 
carcinoid, the more sensitive quantitative assay de- 
scribed by Udenfriend and co-workers * should be 
employed in studying patients in whom more subtle 
changes in excretion might be expected. 


Summary and Conclusions 


In an evaluation of the simple urine test for the 
detection of increased excretion of the serotonin me- 
tabolite, 5-hydroxyindoleacetic acid, 1,120 urine speci- 
mens from a total of 1,023 patients were tested. The 
tests on all the specimens gave negative results. Al- 
though various drugs were encountered that gave color 
changes, none gave the characteristic purple color. 
It would appear that this qualitative test on the urine 
is highly specific for metastatic carcinoid and that the 
number of false-positive results due to drugs or other 
clinical conditions, if present at all, must be quite 
small. The incidence of false-negative results will have 
to await the accumulation of greater numbers of these 
cases. 

750 Harrison Ave. 
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MEDICINE AT WORK 


IS THERE A DOCTOR IN THE PLANT? 


In nine seconds, just about the time it takes to read 
this sentence, the law of averages will tick off another 
injury on the job in the United States. A piece of metal 
might strike the eye of a machinist who failed to put 
on safety goggles. Or perhaps dermatitis will appear on 
the ungloved hand of a worker who mixes solvents. 
Maybe the victim will be inhaling the crucial whiff of 
dust or gas that tells him for the first time that he 
really should have been wearing his respirator mask 
all along. Loss of hearing suddenly may become ap- 
parent to a foundry worker who regards his ear plugs 
as “a nuisance.” 

In those nine seconds a finger could have been lost 
in a punch press, a series of brain cells damaged by 
lead action, an “executive ulcer” hemorrhaged by sud- 
den tension, a packing house laborer’s blood invaded 
by brucellosis, or a chemist’s cheek splashed by acid. 
Each year there are three and a half million accidental 
injuries in U. S. industry. Almost all of them are trivial 
to the worker—a scratch or a bruise—and the vast 
majority of disabling injuries are of a temporary na- 
ture. But some 2,000 of the mishaps are fatal—an aver- 
age of 40 people a week (95% of them men or boys ) 
killed by machines. 

Industrial health hazards are as old as industry, 
older than the time the first primitive man skinned his 
thumb on a foot-powered pottery wheel. Some symp- 
toms of lead poisoning among printers (“dry bellyache 
with a loss of the use of their limbs”) were chronicled 
over 200 years ago by a highly perceptive American 
named Benjamin Franklin. 

But it was not until the turn of the last century that 
a woman, Dr. Alice Hamilton, invaded a man’s world 
to become the founder of occupational medicine in this 
country. She focused attention on the workmen who 
absorbed slow but deadly poisons in their labors—like 
carbon monoxide in steel mills and mercurial fixes in 
hat factories (where symptoms of erratic behavior led 
to the popular description of “mad hatter”). Dr. Alice 
also fought the health hazards in TNT, picric acid, and 
aniline dyes. She took air samples in unventilated, 
fume-filled paint factories and noted how men did 
their jobs in mines, mills, and smelters. Her findings 
set standards for laws and labor-management actions 
that still come as reports to her home of retirement in 
Hadlyme, Conn. 


A. M. A. Council Formed 


In 1937, as more and more companies were setting 
up their own medical departments to promote worker 
health, the American Medical Association established 
its Council on Industrial Health. World War II's de- 
mands on industry then created an upsurge in company 
medical programs that is still growing. Industry now is 
spending at least three times as much on its employees’ 
health as it did in 1940—and a Brookings Institution 


survev shows that it is money well spent. Companies 
with health programs achieved an average drop of 
46% in industrial injuries and diseases and reduc- 
tions of up to 50% in workmen's compensation and 
other insurance payments. Among extra benefits are 
such intangibles as better community and employee 
relations, less turnover and work absence, safer and 
more effective use of handicapped workers, and 
better job placement. The Third Avenue Transit Sys- 
tem in New York City estimates that its medical pro- 
gram is saving the company over $100,000 a vear— 
through less illness and fewer compensation cases, and 
a reduced accident rate. 

The medical profession certainly is not alone in 
seeking better ways to guard the health of more and 
more of our labor force. The safety engineer is medi- 
cine’s greatest single ally in this quest. Company medi- 
cal programs are promoted by the National Association 
of Manufacturers and the American Management Asso- 
ciation; by unions and insurance companies; and by 
educators and government agencies. 

Several years ago the Portland, Ore., Chamber of 
Commerce invited a local physician to take part in 
their activities. He inspired such health-consciousness 
in industry that now the “chamber” dedicates a pe- 
riod annually to promote occupational health. The 
Liberty Mutual Insurance company announced early 
this vear that medical service teams in its rehabili- 
tation centers have returned over 2,800 diabled work- 
ers to their jobs. 

Says Dr. Dwight H. Murray, President of the 
A. M. A.: “The amazing progress so far brought about 
through the cooperation of physicians, their medical 
allies, industrial leaders, and labor is a remarkable 
storv of successes in the control of industrial diseases 
and the promotion of health. It is largely responsible 
for a 30% decline in accidental deaths in industry be- 
tween 1940 and 1955. This decrease has made the 
factory safer than the home or highways.” 


How Safe Is Safe? 


It is important to know how safe is safe because 
“average” employee health combines the good with 
the bad. Twenty-five years ago only a few hundred 
physicians were doing occupational medical work. 
Today there 25,000—including 5,000 full time and the 
rest part time or on call. But almost all of these doctors 
are serving in large establishments. Substantially no 
in-plant medical services are available in firms em- 
ploying less than 100 persons each. Yet, better than 9 
out of 10 plants with a payroll of over 5,000 do have 
these services. Small wonder that worker casualty 
rates in the big plants are far below those in the smaller 
shops, where a box of adhesive bandages often is the 
only year-round “medical facility.” 
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Meanwhile, the need for better health protection in 
the smaller establishments is growing day by day. 
What is being done about it? Here are some recent 
developments: 

—In a few weeks the American Board of Preventive 
Medicine will hold its first examination for certifying 
physicians as specialists in occupational medicine. 

—The U. S. Air Force is assigning some of its uni- 
formed physicians to three vears of medical study lead- 
ing to a degree of “doctor of science in industrial medi- 
cine.” This will acquaint these officers with health 
problems of highly industrialized operations growing 
out of new and more complex weapons systems. 

—Several weeks ago a newly created Committee 
on Rehabilitation, representing five councils of the 
A. M. A. (Industrial Health, Medical Service, Mental 
Health, Medical Physics, and Medical Education and 
Hospitals ), held its first meeting to work on the prob- 
lems of emploving the physically handicapped. This 
special committee, created by the A. M. A. House of 
Delegates, emphasizes the role of rehabilitation in 
occupational health. 

—In California, medical school seniors are being 
oriented in industrial health problems, and a_post- 
graduate course in occupational medicine is being 
discussed. 

—In May the A. M. A. Council on Industrial Health 
will co-sponsor a conference in Milwaukee with the 
American Heart Association in an effort to develop 
uniform state standards in the employment, placement, 
and retirement of “cardiacs” in industry. 

—A pioneer study of human relations factors now is 
under way among all 1,900 emplovees of a Kansas 
utility firm. By next vear the Menninger Foundation 
clinic, which is conducting the study, hopes to an- 
nounce a program having far-reaching effects on many 
mental health problems in industry. 

—Two A. M. A. surveys will (under the Council on 
Industrial Health) measure the extent of occupational 
health services in the U. S. and will (under the Com- 
mittee on Medical Care for Industrial Workers) lay 
groundwork for identifying the influences of specific 
work environments on the early development of chron- 
ic disabilities among workers. 
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—Representatives of 10 state medical associations 
met last month in Los Angeles to chart occupational 
health progress in their states. 

—At the same time in Los Angeles, the Council on 
Industrial Health was drafting a definitive statement 
on the scope, objectives, and functions of occupational 
health programs. If approved by the Board of Trustees 
and House of Delegates, the document will represent 
the first official A. M. A. policy statement on the sub- 
ject. 

Not Enough 


Are these activities sufficient to meet the health re- 
quirements of millions of workers who are not provided 
adequate health services at their jobs? No, says the 
Chairman of the Council on Industrial Health, Dr. 
William P. Shepard, and he warns: “The medical 
profession is as yet largely unaware that its services 
in industry are needed today as never before. Unless 
we, as physicians, are prepared to heed industry’s call, 
there is danger that management and labor will come 
to bipartite agreements which will specify the amount, 
quality and price of medical service, irrespective of 
the effects of such agreements on the practice of medi- 
cine.” How, then, can this great medical need be met? 

There is an answer, and it is the only fundamental 
answer: Greater direct participation by the general 
practitioner toward the basic preventive health goal of 
occupational medicine. Actually, whether he realizes it 
or not, the typical family doctor already is involved in 
some phase of occupational medicine. Each time he 
certifies a work absence, performs a treatment, or pre- 
scribes a health measure, for an industry-employed 
patient, he is participating in the company’s medical 
program. 

The American Academy of General Practice several 
years ago took a poll that revealed that 93% of its 
members have some direct or indirect responsibility 
for medical service in cases of occupational origin. 
Right now, the Medical Society of the State of Penn- 
sylvania, for one, is trying to emphasize the “direct.” 
It is engaged in a two-pronged campaign to stimulate 
general practitioners into part-time industrial practice 
and to acquaint small-sized and medium-sized con- 
cerns with the advantages of in-plant medical services. 


Medicine literally is at work in safeguarding the health of many employees in industry. Left, a physician examines an employees’ throat 
to determine if recovery from a recent illness is complete for safe return to the job with co-workers. Center, some types of finger protec- 
tors for use in different machine operations. Right, one victim of the 1,000 industrial eye accidents (90% of them avoidable ) on an aver- 
age work day in the United States (National Safety Council photographs ). 
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The general practitioner does not have to become 
a specialist to enter part-time industrial practice any 
more than he must be an ophthalmologist to prescribe 
for the commoner eye diseases. But he does need to de- 
vote some intensive study to the subject, should spend 
some time inspecting the plant where he may serve or 
where his private patients are employed (so he can ob- 
serve working conditions), and should acquire the 
habit of asking all his patients: “What is your job?” 

The general practitioner in successful part-time 
industrial practice knows his medicine. He recognizes 
that the mere presence of a toxic agent does not neces- 
sarily mean that the exposure is excessive or that 
injury will occur. He evaluates his patients’ ailments 
in the light of both their occupational and nonoccupa- 
tional activities. He realizes that he has available the 
services of industrial health consultants in state health 
departments, medical and engineering schools, and in 
private practice. 

In contrast, the physician who isolates himself from 
the bustling occupational health scene might not be 
best serving to his patients, his community, and his 
profession. In Detroit several years ago, for example, 
a doctor examined his thin, ashen-faced patient—a 
factory spray painter—and gave a diagnosis of lead 
intoxication. It turned out there was no lead in the 
factory paint; the patient actually was suffering from a 
nonoccupational primary anemia. And in another 
Midwest community, all 100 employees of a plant 
handling glass fibers were on the point of walking off 
their jobs last fall when a woman worker showed up 
wearing a gas mask. She said her physician advised 
that she wear a gas mask to protect her lungs at work. 
The walkout was averted when everyone was assured 
there were no respiratory hazards in handling fiber 
glass. Open and clear communication in all branches 
of medicine can forestall such situations. 

Physicians who take on active part in occupational 
medicine are engaged essentially in health protection 
and promotion. Experience has shown that their suc- 
cess is best assured when, in performing their indus- 
trial health service, they observe the basic principle of 
service to the individual; do not use their occupational 
health affiliation to gain or enlarge a private practice 
among employees; encourage every employee to have 
a personal physician; and consult with the appropriate 
local medical society to assure that their programs are 
in line with established community practices. 

Says Dr. Shepard: “The most important aim of the 
A. M. A. Council on Industrial Health is to see that 
the best possible care is given the patient, both in 
preventive medicine and in treatment, and for the 
president of the company as well as for the janitor. 
Secondly, the Council dedicates itself to the training 
of specialists and the education of all physicians in 
occupational medicine. Our third goal is education of 
both labor and management in what the job of occupa- 
tional medicine is—what they can and cannot expect 
of the industrial physician.” 

The Future 

That job is progressively becoming more complex. 
Still relatively unexplored are the mental health as- 
pects of occupational medicine. The Chicago business 
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magazine Commerce estimates that “maladjusted 
workers cost U. S. industry over three billion dollars a 
vear through job changes, alcoholism, vandalism, gold- 
bricking, executive breakdowns, absenteeism, and 
other signs of emotional difficulties.” In one General 
Motors plant of 5,800 employees, psychiatric and psy- 
chological problems were found in over half the work- 
ers reporting for medical care. California’s industrial 
accident commission estimates that 15 million dollars 
a vear is paid out in that state to compensate employ- 
ees suffering from some kind of neurosis. Dr. William 
C. Menninger says: “From 60% to 80% of all dismis- 
sals in industry are due to social incompetence.” 

So the evidence to date indicates that, as the general 
tensions of life reach a higher pitch and as automation 
reduces the hazard of physical injury, the new frontier 
of occupational medicine lies increasingly in the realm 
of the mind—and in better understanding of human 
problems. 

The “old timers” in occupational medicine foresee a 
vastly growing need for clearer channels of communi- 
cation, not only among all groups concerned with 
health and satety but also with management and labor. 
Attorney David A. Wolff, a labor referee, describes a 
particularly severe communication breakdown that 
occurred not long ago in a Midwest brass foundry 
where a union had asked that employees be equipped 
with safety goggles. The workers had not been con- 
sulted beforehand, did not understand why they would 
be required to wear the goggles, and generally were 
not informed of the details of the new safety program. 
Says Wolff: “They shut down the plant for two months 
in a strike. All this was over a program that was good 
for the employees, over something they themselves 
wanted, because neither side understood what the 
other wanted.” 

On the other hand, good communication among 
labor and management is now bringing about general 
acceptance of periodic health examinations. Last Sep- 
tember the Health Research Center of Chicago dis- 
covered that an amazing 92% of the 500 youngish (all 
under 40) executives examined in one period had 
some evidence of abnormalities. Nearly half of them 
had unsuspected physical ailments. 

The future might well see the bulk of small-plant 
occupational health programs handled by private prac- 
titioners, with industrial medical specialists serving 
primarily as consultants. In fact, examinations and 
treatments already are largely in the hands of local 
physicians and outside consultants in one program 
that has been proceeding experimentally for the past 
year in a New England aircraft parts plant. 

Dr. Carey P. McCord of the University of Michigan’s 
Institute of Industrial Health sums it up this way: 
“The backbone of industrial medicine is the private 
practitioner. Of any 100 serious complaints reaching 
the plant dispensary, some 90 have nothing to do with 
plant operations as to causation. Yet the workman so 
afflicted is just as much a detriment to the plant’s 
activities and to himself as though he had incurred in 
the factory a broken finger or a severed ligament. For 
all foreseeable time, industry expects to rely upon the 
private practitioner to serve industry's work force.” 
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CLUES TO THE RATIONAL PREPARATION OF 
ANTIBACTERIAL AND ANTIVIRAL AGENTS 


GUEST EDITORIAL 
Stuart Mudd, M.D. 


The idea of selective inhibition of a synthesis essential] 
to the parasite but inessential to the host as a basis for 
chemotherapeutic and antibiotic action has gained in 
sharpness of focus by virtue of contributions by P. D. 
Cooper ' of the Wright-Fleming Institute of Microbiolo- 
gy, by Lederberg,* and by Park and Strominger.’ 

In 1949, Park and Johnson* reported that uridine 
nucleotides accumulated in cultures of Micrococcus 
pyogenes var. aureus inhibited by penicillin. Subse- 
quent work showed that similar compounds accumu- 
lated under penicillin inhibition of other gram-positive 
bacteria, and the data suggested that penicillin was 
preventing the incorporation into the bacteria of a 
principal product of bacterial synthesis. It now appears 
that the nucleotide contains two components, p-alanine 
and the amino sugar 3-0-carboxyethy! hexosamine, 
which have been found also in the cell walls of bacteria 
but not elsewhere in nature, as well as p-glutamic 
acid, an unusual natural substance. The conclusion is 
drawn that the uridine pyrophosphate N-acetylamino 
sugar peptide is a biosynthetic precursor of the bac- 
terial cell wall and that the accumulation in M. 
pyogenes var. aureus treated with penicillin is a conse- 
quence of the interference by penicillin with the 
biosynthesis of the cell wall.’ 

The extraordinarily selective toxicity of penicillin for 
bacteria would therefore appear to inhere in its inhibi- 
tion of a biosynthesis specific for the parasite but 
nonexistent in the host. The suggestion is plain that 
identification of components and biosynthetic steps 
unique for the pathogenic agents offers a clue to the 
rational preparation of selective inhibitors of potential 
chemotherapeutic value. The dramatic success that 
followed the happy accident of Alexander Fleming's 
chance observation of penicillin action on gram-posi- 
tive bacteria might conceivably be paralleled by ra- 
tional procedures. These might well proceed from 
precise identification of the components of the cell 
walls of gram-positive and gram-negative bacteria and 
of the limiting membranes and contents of viral parti- 
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cles. Steps in the biosynthesis of the specific com- 
ponents of the pathogens could then be characterized 
and selective inhibitors be sought by methods that are 
now becoming well established. 

In an earlier assay at finding clues to a rational 
chemotherapy of virus infections, I directed attention 
to the cellular energy-vielding reactions as possible 
sites of selective inhibition.’ It is now generally held 
that the primary mechanism of sulfonamide action in- 
volves inhibition of the synthesis of folic acid, of which 
p-aminobenzoic acid, a structural homologue of sulfa- 
nilamide, is a component. However, it is a striking fact 
that many of the clinically successful sulfonamides 
contain, as prosthetic groups, components of respira- 
tory coenzymes. It seems credible, therefore, that 
interference with energy-vielding reactions may play 
at least a secondary role in sulfonamide action. Most 
recent work, however, has indicated strikingly the 
many points of similarity, extending even to organiza- 
tion within cytoplasmic organelles,” between the respir- 
atory systems of bacterial cells and those of mammalian 
cells. On the basis of this similarity we might reason- 
ably expect inhibition of energy-vielding reactions to 
be imperfect in selectivity as between host and para- 
site. Clinical experience with the sulfonamides is 
compatible with this expectation. 

More recent currents of chemotherapeutic research 
have tended toward seeking inhibitors of nucleic-acid 
synthesis. Again a major difficulty is inherent in ques- 
tions of specificity of the nucleic acids. Although the 
specific genetic codes of animal viruses, as well as of 
their hosts, are presumably borne on the nucleic-acid 
molecules, will sufficient differences in steps of synthe- 
sis between nucleic acids from different sources be 
found to afford bases for selective inhibition? 

In the case of some bacterial cell walls, at least, the 
situation is critically different. What, chemically speak- 
ing, does a gram-positive bacterium have that man 
does not have? The answer is given quite precisely by 
the work summarized by Park and Strominger: a cell 
wall, comprising p-glutamic acid, p-alanine, and a 
peculiar amino-sugar, 3-0-carboxyethyl hexosamine. 
Homologues of any one of these substances or their 
complexes, or inhibitors of their incorporation into the 
cell wall, may well yield selective chemotherapeutic 
agents.’ What does an animal virus have that is not 
shared by its hosts? * Elucidation of the chemical com- 
position of viruses may eventually vield clear chemical 
answers to this question and in turn yield clues for 
the synthesis of successful antiviral agents. 
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THE PRESIDENTS PAGE 


A MONTHLY MESSAGE 


Although the present United States supply of physi- 
cians is better than that of all other nations, with the 
exception of Israel, we continue to hear the alarmists 
spread the false idea that there is, or will be, a doctor 
shortage in America. Through the years we have heard 
extreme predictions, but so far none has come true and 
there is no actual documentation of any trend toward 
a shortage in 1960, 1965, or 1975. Nevertheless, the 
gloomy predictions are made repeatedly. 

Personally, | see no crisis or emergency in the pres- 
ent or future supply of physicians. I say this because 
present supply is meeting public demand and because 
future supply will meet future demand. 

Today the U. S. population numbers more than 168 
million persons. This is an increase of about 82% since 
1910. In the same period our medical schools have 
raised the number of graduates trom 3,165 to almost 
7,000 annually, a 120% increase. And the net increase 
of new doctors has risen steadily through the decades 
until now it is more than 3,700 annually. 

Our population growth is maintaining a brisk pace, 
but so is doctor supply. Last vear 2,500,000 persons 
were added to the population, and there was one new 
physician added to the doctor supply for every 675 
new Americans. This rate of doctor production is even 
better than the current ratio of one doctor for every 
730 Americans. 

What about 1960 or 1975? Well, the population 
probably will rise by about 8 million persons in the 
next three years, but there will be at least 11,000 more 
doctors, or one for every 727 new Americans. 

The most frequent forecast | have seen for 1975 
claims a U. S. population of 225 million persons. This 
means an increase of 57 million persons in 1S years. 
Even if doctors are produced at only the current rate, 
there will be 66,600 more physicians in 1975, or one 
doctor for every 856 new Americans. 

However, more medical schools are being estab- 
lished. There are now 76 schools offering full four-year 
programs and 6 that conduct two-year basic medical 
science programs. By 1963 there will be 86 schools, 
including 4 completely new ones and 3 that will have 
expanded to full-fledged medical colleges from their 
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former status as two-vear basic science schools. More 
medical schools plus the expansion of facilities will 
bring higher and higher enrollment. 

By 1960 our schools may be producing 7,500 doctors 
annually, and by 1975 the figure may go as high as 
8,500 to 9,000. So instead of only a 66,600 net gain in 
new physicians by 1975, we are likely to have as many 
as 82,000 or more. No wonder Dr. Melvin A. Casberg, 
former dean of St. Louis University School of Medi- 
cine, has said that within the next 25 vears there is a 
real possibility of a surplus of doctors. 

We should remember, too, that the future physician 
will give his patients even better medical care. Newer 
facilities, improved diagnostic equipment, better sup- 
plies, great advances in chemotherapy, and well- 
trained ancillary personnel will increase the doctor's 
efficiency just as they have in the last several decades. 
What is more, doctors themselves are enjoving longer, 
more productive working lives, along with all other 
Americans. No longer do we get put on the shelf at 
60 or 65. 

These are a few of the reasons why I do not see a 
doctor shortage ahead. However, there is one alarming 
factor in this whole doctor-supply picture. It is the 
sharp decline in the number of applicants for enroll- 
ment in our medical schools. In certain areas, not in the 
entire nation, this reduction may reach the point of 
scarcity. 

I sincerely hope this shortage of applicants does 
not get any worse, but the number of applicants has 
dropped from 25,000 in 1948 to only 15,000 last year. 
This decrease in top-notch students seeking admission 
is a general problem faced by all the sciences, but I 
believe it is imperative for physicians everywhere to 
encourage more good students to go into medicine. 

The only way there may be a doctor shortage in the 
future is if the medical schools cannot fill their fresh- 
man openings with first-rate talent. We owe it to the 
public and the profession to interest more young stu- 
dents in medical science as a career. Let us see that 
there is never a recruitment problem that could lead 
to a doctor shortage. 

Dwicur H. Murray, M.D., Napa, Calif. 
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ORGANIZATION SECTION 


FITNESS IN MEDICINE 
Dwight H. Murray, M.D., Napa, Calif. 


| feel privileged to be invited to talk to you tonight 
on the occasion of the second annual dinner and lec- 
tureship honoring Dr. Walter L. Bierring. He typifies 
in the highest degree those attributes that denote 
fitness in medicine, the subject of my talk tonight. 
His alert leadership has seen challenges on every 
side and has met them in notable wavs. His interest 
in testing the knowledge of medical school graduates 
made him one of the prime movers of the organization 
of the National Board of Medical Examiners in 1915. 
Dr. Bierring was one of the founding fathers of the 
American Board of Internal Medicine as well as of 
American Board of Preventive Medicine and he lias 
been chairman of eich board. A former president of 
the American Medical Association, Dr. Bierring re- 
ceived its Distinguished Service Award last year. He 
has received innumerable high honors for his many 
noteworthy services to medicine and to its public. | am 
sure we all rejoice with Dr. Bierring over his re- 
covery from a serious illness, earlier this vear. 

As to the title of my talk, “Fitness in Medicine,” we 
can well ask and periodically try to answer what con- 
stitutes fitness in medicine. As medicine advances, 
viewpoints on the answer may change from time to 
time. Certainly required are a number of individual 
qualities further developed by suitable educational 
processes. I would place first among these qualities a 
sense of personal dedication to scientific humanitarian 
service, a dedication to the ideals of the medical pro- 
fession. As the editors so well expressed it in Dr. 
Tinsley Harrison's textbook, “Principles of Internal 
Medicine,” ' “No greater opportunity, responsibility, 
or obligation can fall to the lot of a human being than 
to become a physician. In the care of the suffering 
he needs technical skill, scientific knowledge, and 
human understanding. He who uses these with cour- 
age, with humilitv, and with wisdom will provide a 
unique service for his fellow man, and will build an 
enduring edifice of character within himself. The 
physician should ask of his destiny no more than this: 
he should be content with no less.” 

The individual possessing such an attitude of per- 
sonal dedication must have the necessary intelligence 
and character attributes required for studying med- 
icine and becoming qualified. Such characteristics 
include honesty (intellectual as well as moral) and an 
over-all high standard of personal ethics, the willing- 
ness to work hard and continuously, a lively curiosity 
about people and processes, emotional stability, and a 
sympathetic personality. 
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All of these attributes are certainly desired of those 
in general practice, as | know from personal experi- 
ence. They would seem to me equally necessary for 
the specialist, the medical teacher, and the research 
scientist, though perhaps the laboratory worker could 
do well without a sympathetic personality. 

Medical education today is far removed from the 
kind of schools existent when state licensure boards 
were first formed in the 19th century. At that time. 
many American medical schools accepted all appli- 
cants who hid the necessarv funds, and the medical 
education itself rarely deserved the name. As Dr. 
William Osler said, “They protessed to teach in less 
than two vears one of the most dfficult arts in the 
world to acquire. The absence of a sense of responsi- 
bility permitted a criminal laxity in medical education 
unknown betore in our annals.” In order to protect the 
public against those unfit products of proprietary and 
apprentice organizations calling themselves medical 
schools, the granting of the privilege to practice med- 
icine became a function of the states, and properly so. 

The retorm in medical education that began early 
in the 20th century in the United States has resulted 
in a superior quality of medical schools, all of which 
are approved. The schools are now doing a major part 
of the job for which the state boards of licensure were 
created a century ago. Modern medical schools care- 
fully select their students, using as bases the intelli- 
gence and application demonstrated by the candidates 
in college and on aptitude tests as well as other meas- 
ures of fitness for the study of medicine. The quality of 
this initial selection procedure is shown by the low 
attrition rates of the students in school and how well 
the graduates perform on state board examinations. 
Fewer than 10% of those entering medical schools 
leave before completing the four-year course, and 
only about two-thirds of these, or about 6%, fail on 
an academic basis. Most of the students who do so 
fail in the first vear of medical school. 

During the four-vear period of education, the med- 
ical school has an intimate knowledge of each student 
who attains his degree, from oral and written exam- 
invtions and countless personal evaluations of each 
student by faculty members. It is interesting in this 
regard that in 1955, more than 95% of those graduated 
from approved schools in the United States passed 
their state board examination,’ compared with only 
65% passing when the schools were first graded by 
the American Medical Association 42 years ago.’ In- 
cidentally, | understand that a significant number of 
the 4% who failed the board examinations last year 
did so in Florida, where physicians seeking semi- 
retirement in a more ideal climate take examinations 
many vears after medical school training.” 

Although I hear criticisms of the fitness of grad- 
uates even these days, such criticisms usually spring 
from a lack of understanding by the critic of the 
modern structure of medical education. For instance, 
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I have heard it said that the graduates are not properly 
educated for general practice. Well, that is true at the 
time they receive the M.D. degree. Nor, on graduation, 
are they adequately educated for the practice of sur- 
gery, obstetrics, or any other specialty. The object 
of a four-year medical school education now has to 
be, because of tremendous advances in knowledge 
and technique, simply a sound preparation for enter- 
ing further study in approved internships and _resi- 
dencies, either directed toward general practice or 
toward a more limited specialty. It is no longer pos- 
sible to provide in four years of medical school educa- 
tion all techniques and methods of medical practice 
in addition to providing a basic foundation of knowl- 
edge and habits of humane and scientific thinking. 
As Dr. W. Melville Arnott of the University of Bir- 
mingham, England, said at the First World Conference 
on Medical Education,” “The fledgling graduate has 
reached only the end of the beginning and not the 
beginning of the end.” 

I think that because of its breadth, general practice 
would benefit by having as much preparation after 
medical school graduation as is required for some of 
the more limited specialties. 

It has been said that graduates are not practical 
enough. By modern standards, they are not supposed 
to be ready for independent private practice immedi- 
ately upon receiving the M.D. degree. Many of the 
so-called practical matters are learned in the intern- 
ship and residency training. They are matters of 
technique and method rather than of principle. The 
graduates now should know how to think straight in 
a scientific manner, as well as feel compassion; how 
to make a diagnosis on the basis of good evidence, 
how to collect that evidence and know the good from 
the bad; how to have a fund of basic knowledge about 
normal and abnormal body structure and function in 
health and in disease and the influences of environ- 
ment on these; how to recognize unusual situations 
when they arise: and where to get enlightenment. 
We have all seen and been repelled by those “soundly 
practical” older men who are confident in their own 
ignorance and encased in a shell of conceit that is proof 
against new knowledge. This sort of so-called prac- 
ticality can benefit no one and can hurt all. 

It is sometimes suggested that medical students now 
learn science at the expense of learning kindness and 
sympathetic compassion. These are not and should 
not be contradictory qualities. As Dr. Arnott has said," 
“In that the object of the scientific approach is to 
influence favorably the state of the patient, any Jack 
of sympathy or neglect of the patient's emotional state 
is just as much a crime against science as it is against 
humanity.” 

In addition to the sense of personal dedication, 
good character, and intelligence molded by a modern 
medical education, fitness in medicine now more than 
ever carries with it another important implication. 
That is a sense of responsibility, even of ethical duty, 
by each physician for continuing his own education 
while in practice. This, together with experience, in- 
sures adequate professional growth. Realization that 
continuous and important advances occur in medicine 
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together with the application of intellectual honesty 
should impel each physician to continue his education 
actively in various ways throughout his life. The 
knowledge that any of us had on leaving medical 
school and internship or residency became inadequate 
at some time thereafter. This interval is shortening as 
the pace of medical discovery increases. Physicians 
must advance in step with this newer knowledge 
throughout their careers. Neglect of this imperils 
their patients and the reputation of the medical pro- 
fession. A physician who relies indefinitely only on 
what he learned before he entered private practice 
becomes in time unfit to practice modern medicine. As 
Dr. Osler said 50 vears ago,’ “We doctors do not ‘take 
Stock’ often enough, and are very apt to carry on our 
shelves stale, out-of-date goods.” He also said,“ “There 
are many problems and difficulties in the education of 
the medical student, but they are not more difficult 
than the question of the continuous education of the 
practitioner. Over the one we have some control, over 
the other, none. The university and the state board 
make it certain that the one has a minimum, at least, 
of professional knowledge, but who can be certain of 
the state of knowledge of the other in five or ten 
vear from the date of his graduation?” 

As you may have heard this afternoon, the American 
Medical Association through its Council on Medical 
Education and Hospitals is planning carefully various 
actions to assist in the development of higher quality 
educational programs for practicing physicians. The 
initial step is a brochure setting forth the objectives 
and basic principles of postgraduate medical educa- 
tion programs, applicable to medical school-commu- 
nity hospital cooperative educational efforts as well as 
to formal courses. Appraisal of courses is under con- 
sideration as are methods of recognition for such con- 
tinuation education. It is hoped that with a sufficient 
quantity of high quality postgraduate programs avail- 
able to physicians, participation in them will become 
a regular feature of each doctor's medical life. In this 
way, the busy practitioner can be helped to keep 
abreast of new knowledge and remain a truly fit 
practitioner. 

Perhaps it would not be out of place here to suggest 
that a significant future role of the state boards of 
licensure may well be as a spur and a reward to 
physicians regarding their continuing education and 
continuing fitness in medicine. 

I would like to take this opportunity to salute the 
federation and the individual state boards for con- 
scientious and farsighted work. I heartily agree with 
the following statement from Dr. Bierring’s address ° 
a vear ago to this group, for it well summarizes my 
feelings and, I believe, those of the American Medical 
Association, when he said, “The most notable develop- 
ment in medical licensure during the vears has been 
the closer cooperation and affiliation of interest be- 
tween the Federation representing the individual state 
boards and the two educational agencies, the Associa- 
tion of American Medical Colleges and the Council on 
Medical Education and Hospitals of the American 
Medical Association. This community of interest has 
stimulated state licensing authorities to keep pace with 
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the constant progress of medical education, and the 
educational agencies have become more keenly aware 
of directing medical training to meet the needs of 
medical service and the practice of medicine.” As Dr. 
Smiley, secretary of the Association of American Medi- 
cal Colleges, said last vear,'® “It would seem axiomatic 
that those who train physicians and those who certify 
them should work in the closest possible harmony.” 

Medical education is indeed dynamic, both in 
method and in content. In order to meet the needs of 
today and tomorrow, it looks to the future, toward the 
rising sun, rather than to the past. Experiments, inno- 
vations, and reorganizations of curriculums are neces- 
sary in medical schools in order that they may do a 
better job of preparing medical students to become 
more effective, more fit, physicians. So, too, must the 
examiners outside the schools change in harmony their 
requirements to avoid strait-jacketing the healthy 
evolution of the medical schools. I understand that the 
state boards have been and are making every effort to 
so liberalize their requirements that educational 
changes not only will be permitted but they will even 
be encouraged. 

Your efforts to compile and secure general accept- 
ance of a model medical practice act as well as your 
interest in sound endorsement and reciprocity prac- 
tices seem to me to be praiseworthy tasks in the best 
interest of both the medical profession and the general 
public. 

In conclusion, | would like to paraphrase a state- 
ment of Sir William Osler,'' “No other department of 
human knowledge than medicine has undergone so 
profound a change—a change so profound that we who 
have grown up in it have but slight appreciation of its 
momentous character. And not only in actual accom- 
plishment in unravelling the causes of disease but also 
in striving for ever better and continuing fitness for 
the practice of medicine, we see a promise of still 
greater achievement and of a more glorious future.” 
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FEDERAL MEDICAL LEGISLATION 
First Session, 85th Congress 
Barbiturate and Amphetamine Drugs Control 


Congressmen Byrnes (R., Wis.), in H.R.503, Boggs 
(D., La.), in H.R.504 and H.R.1073, and Sadlak (R., 
Conn. ), in H.R.2498, have introduced identical meas- 
ures that propose “to protect the public health by 
regulating the manufacture, compounding, processing, 
distribution, and possession of habit forming barbit- 
urate and amphetamine drugs.” 

The bill states that “Congress hereby finds and de- 
clares that regulation of intrastate commerce in barbit- 
urates and amphetamines is essential to the effective 
regulation of interstate commerce in such drugs, be- 
cause in the form in which they are consumed their 
place of origin ordinarily cannot be determined; and 
that the regulation of interstate commerce without the 
regulation of intrastate commerce in such drugs, as 
provided in this Act, would discriminate against and 
depress interstate commerce . . . 

“The term ‘barbiturate’ means any drug consisting 
in whole or in part of any of the salts of barbituric acid, 
or any derivative of barbituric acid, or any of the salts 
of such derivative, which has been designated by the 
Secretary ... as habit forming... . The term ‘ampheta- 
mine’ means any drug consisting in whole or in part 
of racemic amphetamine sulfate or dextro ampheta- 
mine sulfate.” 

Registration Requirements.—Manufacturers, com- 
pounders, and processors would have to list their 
names and places of business with the Secretary of 
Health, Education, and Welfare. Physicians are ex- 
emptied from registration regulations. Also exempted 
from registration requirements are all other legitimate 
handlers of drugs, such as carriers or warehousemen, 
wholesale druggists, retail pharmacies, hospitals, clin- 
ics, public health agencies, researchers, governmental 
officials whose possession of such drug is in the course 
of their official duties, patients holding drugs under 
prescription by licensed practitioners, an employee of 
a physician or any of the other legitimate handlers of 
drugs, including nurses and medical technicians. 

Keeping of Records.—Manufacturers, compounders, 
processors, and handlers would be required to main- 
tain a complete record of all stocks of barbiturates and 
amphetamines on hand and sold or delivered and to 
preserve such record for a period of three years. How- 
ever, practitioners licensed by law to prescribe or 
administer barbiturates or amphetamines, who dis- 
pense such drugs in the course of their professional 
practice, are excused from record-keeping. Upon re- 
quest, employees designated by the Secretary of 
Health, Education, and Welfare would have the right 
to access and copying of such records. 

Any barbiturate or amphetamine manufactured, 
compounded, processed, sold, delivered, or disposed 
of in violation to the proposed new regulations would 
be subject to seizure and condemnation in any U. S. 
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district court where the product is found, These meas- 
ures were referred to the Interstate and Foreign Com- 
merce Committee. 


Narcotics Control Act 


Congressman Utt (R., Calif.), in H.J.Res.151, has 
introduced a measure that would (1) reorganize the 
Bureau of Narcotics and transfer all its functions from 
the Treasury Department to the Justice Department; 
(2) increase penalties for repeated narcotic violators 
and for sales to minors; (3) authorize expansion of 
treatment facilities; and (4) intensifv and extend re- 
search activities. 

A new Division of Narcotics Clinics would be estab- 
lished in the Public Health Service and the usual civil 
service requirements would be suspended in its staf- 
fing. This division would (1) establish and maintain 
hospitals, farms, and other institutions for the care and 
rehabilitation of addicts; (2) assist states as well as 
private agencies to establish hospitals, etc. for addicts; 
(3) train and educate personnel for state and private 
institutions; (4) provide useful employment for former 
alcoholics and narcotic addicts and assist states in simi- 
lar services; and (5) promote and encourage organiza- 
tions and welfare workers in the field of drug addic- 
tion. 

Patients would be discharged when the surgeon 
general determined the cure to have been effected or 
when the state requested the discharge. Addicts could 
volunteer to be hospitalized but would have to agree 
to remain until, in the judgment of the surgeon gen- 
eral, the cure had been accomplished. This bill was 
referred to the Interstate and Foreign Commerce Com- 
mittee. 

An identical measure, H.].Res.155, was introduced 
last Congress by Representative Utt. 


Training and Procurement of Physicians and Other 
Scientific Personnel 


‘Representative Bennett (D., Fla.) has introduced 
two measures, H.R.560 and H.R.564, to facilitate the 
procurement of doctors of medicine and dentistry and 
other scientific personnel for the armed forces. Scholar- 
ships and other monetary inducements would be fur- 
nished individuals who would agree to serve in the 
military service or as a civilian employee of one of 
the armed services upon completion of the courses. 
H.R.564 is confined to those studying medicine and 
dentistry. This was referred to the Committee on 
Armed Services. 


Benefits for Unemployment Because of Illness 
Representative Bennett (D., Fla.) proposes, in H.R.- 
563, to amend the Federal Unemployment Tax Act 
to prohibit the federal government from reimbursing 
the states their administrative costs of operating the 
unemployment benefit program unless the states pay 
compensation to persons who are unemployed by rea- 
sons of illness lasting more than one week. This was 
referred to the Committee on Ways and Means. 


Agency for the Handicapped 

Representatives Celler (D., N. Y.), in H.R. 582, Ful- 
ton (R., Pa.), in H.R.661, Rhodes (D., Pa.), in H.R. 909, 
Saylor (R., Pa.), in H.R.1236, Withrow (R., Wis.), in 
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H.R.2202, Griffiths (D., Mich. ), in H.R.3384, and Ben- 
nett (D., Fla.), in H.R.3603, have introduced similar 
bills that would establish a Federal Agency for the 
Handicapped with a broad program of training and 
rehabilitation for those for whom rehabilitation is 
feasible. Some of the bills would provide pensions for 
those not feasible of rehabilitation. The functions of 
the Office of Vocational Rehabilitation now in the De- 
partment of Health, Education, and Welfare, would 
be transferred to the new agency. This bill was re- 
ferred to the Committee on Education and Labor. 


Department of Civil Defense 


Representatives Celler (D., N. Y.), in) H.R.589, 
Multer (D., N. Y.), in H.R.S826, Zelenko (D., N. Y.), 
in H.R.1043, and Keogh (D., N. Y.), in H.R.1158, have 
introduced measures that are identical with H.R.147 
and H.R.174, previously reported. These would “estab- 
lish within the Department of Defense, a civilian de- 
partment to be known as the Department of Civil 
Defense” to which would be transferred the functions 
of the Federal Civil Defense Administration. These 
measures were referred to the Armed Services Com- 
mittee. 

Congressmen Holifield (D., Calif.), in H.R.2125, 
Griffiths (D., Mich. ),in H.R.2149, Kilgore ( D., Texas ), 
in H.R.2159, Fascell (D., Fla.), in H.R.2213, Garmatz 
(D., Md.), in H.R.2214, Lipscomb (R., Calif.), in 
H.R.2223, and Riehlman (R., N. Y.), in H.R.2239, 
have introduced identical measures that would re- 
organize the civil defense functions of the federal gov- 
ernment and establish a separate federal Department 
of Civil Defense, headed by a secretary in place of 
the existing federal civil defense administrator. A 
Military Liaison Committee would be made up of 
representatives of the three military services. A Scien- 
tific Advisory Board of 12 representatives, appointed 
from civilian life by the President, would make peri- 
odic evaluations of current civil defense projects and 
programs and recommend new undertakings. A Civil 
Defense Advisory Council of 16 members would repre- 
sent state and local governments, labor, industry, and 
civic groups. The secretary would prepare and execute 
a broad national plan of civil defense including warn- 
ing instructions, shelter, travel and conimunications, 
evacuation, food and clothing, and medical care. 
These measures were referred to the Committee on 
Government Operations. 

Congressmen Price (D., Ill), in H.P.Res.78, and 
Rodino (D., N. J.), in H.J.Res.88, propose to request 
the President to submit to Congress under the Re- 
organization Act a plan to convert the federal civil 
defense organization into an executive department of 
government, headed by a secretary. The secretary 
would be given membership in the National Security 
Council. The President would be requested to pool 
with other free nations atomic energy information and 
facilities for peaceful purposes and to seek control and 
limitation of atomic-hydrogen weapons in the interest 
of peace. These were referred to the Government Op- 
erations Committee. 
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Grants for Studies and Projects for the Aged 


Representatives Green (D., Ore.), in H.R.649, Wier 
(D., Minn.), in H.R.3120, Reuss (D., Wis.), in H.R.- 
3408, and Thompson (D., N. J.), in H.R.3415, have 
introduced identical measures that would establish a 
Bureau of Older Persons within the Department of 
Health, Education, and Welfare and authorize federal 
grants to assist the states in the development and carry- 
ing out projects to help older persons. These measures 
are identical with H.R.383, previously reported. These 
were referred to the Committee on Education and 


Labor. 


Combat and Overseas Veterans Hospitalization 
Priority 

Congressman Kearney (R., N. Y.), in H.R.701, would 
provide that “Veterans, who have engaged in combat 
or who have served overseas, and who are in need of 
hospitalization or domiciliary care and are unable to 
defray the necessary expenses therefor (including 
transportation to and from the Veterans’ Administra- 
tion facility) shall be given priority in admission for 
such hospitalization or domiciliary care over all other 
persons except veterans in need of hospitalization or 
domiciliary care for service-connected disabilities. This 
bill was referred to the Veterans’ Affairs Committee. 


Basic Health Insurance for Civilian Federal 
Employees 


Representative Lesinski (D., Mich.), at the request 
of a federal employees’ association, has introduced, in 
H.R.753, a bill that would provide federal contributory 
health insurance for civilian government employees 
and their families on a voluntary basis. The federal 
government would contribute 50% of the cost of health 
insurance and employees would contribute 50% 
through payroll deductions. A federal employee's 
spouse and unmarried children under 19 vears of age 
could be covered. When the emplovee retires on an 
annuity with 15 vears of civilan government service, 
the federal government would pay the total cost of 
the premiums. Any premium refunds of policy divi- 
dends would be credited to the emplovee’s contribu- 
tions. An advisory board would advise the chairman of 
the Civil Service Commission in the administration 
of the proposed law. This was referred to the Post 
Office and Civil Service Committee. 


Tax Credit for Educational Expenses 


Representatives Kelly (D., N. Y.), in H.R.712, and 
Boggs (D., La.), in H.R.1064, would amend the In- 
ternal Revenue Act to allow credit against the individ- 
ual income tax (not gross income) of 30% of the 
amount paid during the year to institutions of higher 
education for tuition or fees for himself or any other 
individual. These measures are identical with H.R.490, 
previously reported. These were referred to the Com- 
mittee on Ways and Means. 

Representatives McCarthy (D., Minn.), in H.R.765, 
and Zelenko (D., N. Y.), in H.R.1036, have introduced 
bills that would allow a deduction against the individ- 
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ual income tax (not gross income) of 30% of the 
amount paid during the year to institutions of higher 
education for tuition, or fees for himself or any other 
individual. These measures are similar to H.R.490, 
previously reported, except for the limitation of $490 
for deduction for the education of any one person 
under H.R.765 and H.R.1036. 

Senators Langer (R., N. D.), in $.175, Fulbright 
(D., Ark.), in $.432, and Congressman Trimble (D., 
Ark.), in H.R.3114, would grant an additional $600 
exemption from gross income in computing the income 
tax, for each dependent child who is a full-time student 
at college. $.432 and H.R.3114 would in addition, give 
similar exemptions for the spouse or taxpayer attend- 
ing college. 

Senatur Fulbright (D., Ark.), in $.433, and Con- 
gressman Trimble (D., Ark.), in H.R.3113, would per- 
mit a taxpayer who is a student at an educational 
institution above the secondary level in computing his 
income tax to deduct from his gross income the cost 
of tuition, fees, books, and supplies. 

Representative Anfuso (D., N. Y.), in H.R.3601, 
would permit an exemption from the adjusted gross 
income of expenses for college education of children 
of a taxpayer not to exceed $1,000 in any tax vear. 

Representative Multer (D., N. Y.), in H.R.808, 
would allow, in computing the income tax, an addi- 
tional exemption from the gross income, equal to the 
expense over $600 paid on behalf of a dependent in 
pursuit of a college or university education. The Senate 
bills were referred to the Committee on Finance, and 
the House bills to the Ways and Means Committee. 


Medical Expense Tax Deductions (Carry-over) 


Representative McDonough (R., Calif.) has intro- 
duced a measure, H.R.1186, that would provide a 
three-year carry-over for medical and dental expenses 
in the event expenses exceed the maximum deduction 
allowed in any one vear. This was referred to the 
Ways and Means Committee. 


Tax Deferment and Retirement Plans 


Representatives Lipscomb (R., Calif.), in H.R. 760, 
Steed (D., Okla.), in H.R.2193, Matthews (D., Fla.), 
in H.R.2470, Reuss (D., Wis.), in H.R.2490, Hale (R., 
Maine ), in H.R.3045, and Miller (D., Calif.), in H.R.- 
3495, have introduced identical measures with H.R.9 
and 10, previously reported. These would allow the 
self-employed in computing their federal income tax 
to deduct 10% or $5,000, whichever is less, from the 
gross income if used for payments each year to obtain 
retirement income tor himself or payments to his 
beneficiaries or to his estate. The total deductions 
allowed could not exceed $100,000 during the tax- 
payer's lifetime. 

Senator Dirksen (R., Ill.) has introduced a similar 
measure, $.831, which would allow a deduction of 10% 
of the earned income or $7,500 annually, whichever is 
less, but not to exceed $150,000 in a lifetime. The 
House bills were referred to the Ways and Means 
Committee and the Senate bill to the Finance Com- 
mittee. 


| , 
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Tax Deductions for Health and Life Insurance 


Representative McDonough (R. Calif.), in H.R.- 
1192, proposes to allow a taxpayer in computing in- 
come tax a deduction from the gross income of an 
amount equal to, but not in excess of $200, for “net 
premiums paid during the taxable year by the tax- 
payer on a life insurance policy if the taxpayer has a 
child under eighteen years at any time during such 
taxable year; or . . . one-half of the net premiums 
paid during the taxable year by the taxpayer on a 
life insurance policy, if the taxpayer has no child who 
is under the age of eighteen years during such taxable 
year, but not in excess of $100.” 

In addition he would permit the deduction of pay- 
ments for hospitalization insurance or any other medi- 
cal care insurance but not in excess of $200, even 
though medical expenses for the year were less than 
3% of the income. This measure was referred to the 
Ways and Means Committee. 


MOTOR-VEHICLE ACCIDENTS 


A half-dozen physicians gathered in a Chicago hotel 
meeting room just above the teeming traffic of Michi- 
gan Avenue to discuss what organized medicine can 
do about the rising tide of motor-vehicle casualties. 
Out of this Feb. 28 session came ideas covering driver 
intoxication, driver licensing, and guides for doctors, 
patients, and police. 

The Committee on Medical Aspects of Automobile 
Injuries and Deaths was appointed less than two years 
ago by the American Medical Association's Board of 
Trustees to tackle “a medical problem of major im- 
portance.” Already, under the chairmanship of Dr. 
Fletcher D. Woodward of Charlottesville, Va., the 
Committee has surveved the general, ophthalmologi- 
cal, otological, orthopedic, psychological and_ psy- 
chiatric, etiological, surgical, preventive, and neuro- 
logical and neurosurgical aspects of the problem 
(THe JourNAL, Jan. 26, 1957). Now it is trying to 
transform ideas into action. 

“This is a national problem that can best be solved 
at the local level,” commented one Committee mem- 
ber, Dr. Jacob Kulowski. “Typhoid fever, tuberculosis, 
polio, and many other diseases have been attacked 
initially by experts or specialists. But traffic casualties 
represent the first big public health problem in the 
history of our country in which general practitioners 
in their home communities have the opportunity to 
initiate a solution. In their hands lies the means to 
save lives and limbs by emphasizing preventive health 
guides to safe driving. They can inform patients how 
to handle drink, drugs and disability in driving—and 
they can advise their local legislators on driver license 
standards. The GP can help automakers design safer 
cars—and they can suggest to police what standards 
should be set to determine ‘legally-drunk’ drivers.” 


Advances in Michigan 


A Committee member who is a general practitioner 
from Bellaire, Mich., Dr. John R. Rodger, told how 
his state medical society's committee on highway- 
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accident prevention has been emphasizing the need 
for better drivers. So far, advances by these Michigan 
physicians include (1) a draft of suggested standards 
for school bus driver physical examinations; (2) plans 
to require a physician's approval of any driver-license 
applicant who replies “yes” to a special questionnaire 
asking about certain diseases, disabilities, or drug 
or alcohol habits that the applicant has or may have 
had; and (3) a law endorsing state subsidy for manda- 
tory student driver training. In addition, the Michigan 
State Medical Society has fostered personal contact 
of members with law-enforcement officials, educators, 
safety councils, and others trying to solve the traffic- 
casualty problem. | 

“We can plan and plan,” said Chairman Woodward, 
“but it’s the local medical society that holds the key 
to really effective action. For this reason we hope to 
be able to call a meeting of representatives from every 
state medical society sometime next year, and put 
some basic force behind this great medical problem.” 

By next year, also, the Committee expects to have 
three “pioneer” publications available for general dis- 
tribution in the profession. One would be a manual of 
medical criteria for operation of motor vehicles. An- 
other would be a similar but briefer guide (written 
in lay terms), which the doctors would give to their 
patients. The third booklet is to list minimum medical 
standards, for use by driver-license examiners and 
police. Two Committee members, Drs. Seward E. 
Miller and James M. Goddard of the U. S. Public 
Health Service, cited efforts of the World Health 
Organization to determine similar standards. 

Said Dr. Woodward: “Perhaps we need three kinds 
of driver licenses in this country—one for operators of 
private cars, another for truck and other commercial 
vehicle operators, and a third for bus, taxicab and 
other public transportation drivers. And perhaps we 
should have graded limitations on licenses instead of 
a flat policy of revocation or suspension. For example, 
a truck driver speeding in his own car might still be 
allowed to drive at his job. And a driver who uses a 
hearing aid or wears glasses might be particularly 
vulnerable to penalty if he drives without these aids.” 


Drunk Drivers Prime Targets 


Without a doubt, the Committee members agreed, 
motorists and pedestrians under the influence of alco- 
hol are such a large factor in traffic deaths and injuries 
that they must be considered a prime target for 
physicians. A recent study in Delaware indicates that 
alcohol plays a much greater part in traffic fatalities 
than has been generally conceded—figuring in perhaps 
half of all highway deaths instead of only one-fourth, 
as is indicated in less intensive studies by the National 
Safety Council. 

And so the A. M. A. Committee has taken a firm 
stand. It voted unanimously to regard a new and lower 
limit of alcoholic content of blood as a basis for de- 
termining sobriety for safe driving. In recent years 
most authorities have fixed 0.15% of alcohol in the 
blood as the dividing line between “under the in- 
fluence” and not under the influence of alcohol. But 
now the Committee has agreed that the limit should 
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be lowered by two-thirds, to 0.05%. This alcoholic con- 
tent in the blood occurs after the consumption of about 
2 oz. of liquor. 

Said Committee member Dr. Horace E. Campbell: 
“I have a bridge partner whose courtesy, stability, 
manner of speech, and general deportment are in no 
way impaired by what I must presume is a blood 
alcohol level of 0.3 percent or above, and whose skill 
at the game is greatly enhanced on these occasions. 
Another individual, a professional colleague, is re- 
duced to a silly boy by one and a half ounces of good 
whisky. This variation in human individuals must be 
taken into account in our attempts to keep some 8,000 
to 10,000 people from being killed each year by motor- 
ists who have been drinking alcohol. By adopting a 
lower limit on alcoholic content of blood we hope to 
stop the driver who is not safe behind the wheel even 
after two drinks.” 


EXCERPTS FROM A REPORT TO HADASSAH ON 
A TRIP TO ISRAEL IN 1956 


Elmer Hess, M.D., Erie, Pa. 


It is necessary to evaluate Hadassah’s contribution to 
the new state of Israel to understand the present popu- 
lation and their medical needs. Prior to World War I 
when Palestine was a part of the Turkish Empire there 
was sporadic immigration of Russian and Polish Jews 
back to Palestine. These people purchased property 
from those who would sell and under the Turkish 
laws were citizens of Turkey. During this period of 
time, according to our western standards, the living 
conditions of most of the people, both Jews and Arabs, 
were deplorable. 

During World War I many inspired and adventur- 
ous Jews joined the Jewish Legion, a segment of the 
British Army in the near East. After the Turks were 
defeated, Palestine was mandated to the British and 
the Arabs and the Jews in the country lived side by 
side without too much difficulty. More immigrant 
Jews came to the country and more property was 
purchased from those who were willing to sell, or 
were settled upon properties acquired by purchase. 
Life during this period of time was pretty good in Tel 
Aviv, Haifa, and Jerusalem, but in the small agricul- 
tural villages and in those nine villages called Kib- 
butzem, life according to our standards was definitely 
substandard not only from an educational] point of 
view but from an economic and social one as well. 
During the period from 1920 on, the Histadrut, a labor 
organization, controlled the living and the thinking of 
about two-thirds of the population and is today the 
most powerful factor in the over-all politics of the 
country. 

There are few wealthy Jews in Israel and so it is 
necessary to appreciate what Hadassah is doing for 
these people. Let us then review several interesting 
factors. In 1918 there were 56,000 Jews. Jewish immi- 
gration from 1919 to May 15, 1948, was 484,000, mak- 
ing a total Jewish population on May 15, 1948, of 
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655,000. From May 15, 1948, to December, 1951, 
another 684,000 immigrants were received and since 
then there has been an increase of approximately an- 
other 700,000 to date, making a total Jewish immigrant 
population of almost 1,800,000 people from Asia, Af- 
rica, and Europe. There are very few American Jews 
who have immigrated to Israel. 

Let us review the social and economic status of 
these immigrants. 1. The Jews were collected from the 
Yemen, North Africa, India, China, Iraq, and Iran 
and brought to Israel. Most of these people were ab- 
jectly poverty-stricken and suffered from all sorts of 
disease—infectious and nutritional. For centuries they 
had intermarried and starved. Most of them were 
accustomed to living but little better than the animals. 
The rest of the natives in these countries were no 
better off either. For centuries the world had forgotten 
that they had even been living. These people trusted 
anyone who was kind to them and very few if any 
knew of the benefits of modern western life, especially 
the wonders of modern western medicine. Few of 
these people had any education whatsoever. Few knew 
even how to work. Of the immigrant population, 20.4% 
come from these areas. 

2. During the British mandate and after the estab- 
lishment of the country of Israel by the United Na- 
tions following World War II an entirely different 
group of Jewish people came from Russia, Poland, 
Germany, Bulgaria, Rumania, Czechoslovakia, Hun- 
gary, and Austria. Many of them were professional 
people, educators, and skilled workers. These were 
the leftovers of the horrible persecutions by the 
Russians, Poles, and the followers of Hitler. A huge 
army of youths—bovs and girls from well-educated, 
well-to-do families, and from the families of respect- 
able workers—who were complete orphans and had 
no other place to go, were also accepted. Israel was 
thrown wide open to all the Jews of the Diaspora. 
These people, many of them with an eastern European 
cultural background likewise came to Israel without 
any economic resources of any kind, and provisions 
had to be made for them. These then are the groups 
that a small native and fairly well-to-do Jewish popu- 
lation had to care for and assimilate. 

It was said at one time that there were more physi- 
cians to the population in Israel than in any other 
country on the globe. There were—but most of them 
were old men who had come from the Diaspora. There 
were no young men in medicine. Now there are young 
men being trained in one first-class medical school. 

There were many health problems that confronted 
the Jewish and Arab peoples during the mandate and 
that still confront the Jews and some Arabs since the 
so-called War of Liberation in 1948. At present the 
war isn't over; only an uneasy armistice prevails be- 
tween Israel and its present Arab and Christian popu- 
lation and the rest of the Arab world surrounding 
Israel, composed of Christian Lebanon, Moslem Syria, 
Iraq, Jordan, Saudi Arabia, and Egypt. 


Role of Hadassah 


Hadassah has been in Palestine since 1912, always 
since its beginnings interested primarily in the health 
of all the people living in the then Palestine, now 
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Israel. Following is a list of the activities of Hadassah 
from 1912 until May 14, 1948, when the State of Is- 
rael was established and the War of Liberation started. 

In 1913, Hadassah sent two American-trained nurses 
to Palestine and set up a welfare station in Jerusalem 
for maternity care and the treatment of trachoma. 
From 1914 to 1918, Hadassah sent one of its trained 
nurses to Alexandria, Egypt, to aid in the health 
problem of the refugees there. In 1918, Hadassah sent 
and arranged to maintain 45 physicians, sanitarians, 
dentists, and nurses to Palestine. Hospitals and clinics 
were opened in Jerusalem, Jaffa, Tiberias, and Safad. 
Campaigns against malaria, cholera, trachoma, and 
other infectious diseases were initiated and the Hen- 
rietta Szold School of Nursing was opened in Jeru- 
salem. In 1919, systematic examination of school 
children was inaugurated. 

In 1921, the Hadassah Hospital in Tel Aviv was 
opened and turned over to the Tel Aviv community in 
1931, and the first infant welfare station was estab- 
lished in the Old Walled City of Jerusalem. In 1922, a 
hospital in Haifa was opened and turned over to Haifa 
in 1931. In 1923, a school luncheons program was in- 
augurated, It is now an official arm of the Israeli 
Government. In 1954, Hadassah ceased to support this 
financially. In 1925, the Children’s Village of Meier 
Shfeyah was started. In 1926, the Safad Hospital for 
tuberculosis was started and this hospital is now in 
the process of being turned over to the government. 

In 1928, the Guggenheimer Playgrounds in Palestine 
came under Hadassah’s supervision. In 1929, the 
Nathan and Lina Straus Health Center in Jerusalem 
and a new hospital building in Tel Aviv were started. 
In 1934, Medical Social Service was inaugurated in 
Jerusalem and the cornerstone for the Rothschild- 
Hadassah University Hospital on Mount Scopus and 
the resettlement of Jewish children from Europe was 
started. In 1939, the hospital on Mount Scopus, the 
Medical School for postgraduate study and research 
of the Hebrew University, and the School of Nursing 
were opened. 

In 1941, an American surgeon was sent to establish 
the first department of neurosurgery in Palestine and 
Home Medical Service were started in Jerusalem. In 
1942, all of the personnel and institutions in Palestine 
were offered to the United States War Department 
and research exchanges took place between this coun- 
try and Palestine. A vocational high school for girls, 
the first of its kind, was opened in Jerusalem. In 1944, 
medical aid was furnished for the refugees, and a post- 
war health program and the Brandeis Vocational 
Center were established. 

From 1945 to 1946, Hadassah, as the health depart- 
ment of the Jewish Agency, expanded all of its services 
to fill the needs of refugees in postwar Palestine, In 
the same year postgraduate medical fellowships with 
connections in the United States was started. In 1947, 
the School] of Nursing and the Biology Building were 
started on Mount Scopus. In 1948, the State of Israel 
was established and Hadassah expanded its services 
to cope with military situations and the influx of immi- 
grants. After the ambush of Dr. Haim Yassky and oth- 
ers, the buildings on Mount Scopus were virtually 
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abandoned and the hospital, nursing school, and medi- 
cal school were transferred to the new Jerusalem. 

In 1949, the Leprosarium in Israel, a 100-bed hospi- 
tal in Rosh Ha’ayin for Yemenites, and the Lasker Hy- 
giene and Child Guidance Center were established, 
and the Hadassah-Yassky Memorial Hospital was 
opened in Beersheba. The armistice was declared in 
February, 1949, and the then front line as a frontier 
was guaranteed by Great Britain, the United States, 
France, and the United Nations. The history of this 
war shows that the Israeli Army consistently defeated 
the armies of Egypt. Jordan, and Syria. Why? I think 
I can answer this question very easily. | think here is 
the place to answer it before I describe to and for you 
what kind of a job Hadassah is doing today. The 
armies of Israel were led first by a group of zealots. 
Second, it was because of your work that a healthy 
army, as compared with the armies opposed to them, 
was available. I’m told by those who seem to know that 
most of the Arab soldiers are impoverished peasants— 
that large percentages of the Arab armies and the pop- 
ulation are sufferers from malnutrition, intestinal para- 
sitic disease, other infectious diseases, and trachoma. 
This was also true of the Palestine population prior to 
Hadassah’s appearing on the scene. In the Arab 
countries there are no medical facilities nor personnel 
to be compared with those facilities for preventative 
and curative medicine that vou of Hadassah have sup- 
plied to and for Israel. In short, in my opinion, there 
would be no Israel without Hadassah. 

It might be interesting for your Hadassah people to 
know how the immigrant Jew is handled upon his ar- 
rival from the country of his origin. The European 
Jew. as a rule, has a culture and an education that 
under normal circumstances permits him to care for 
himself and to appreciate the blessings of modern 
scientific, preventive. and curative medicine. 

This, however, is not at all the case of the Oriental 
Jew. Coming as they do from Iraq, India, China. 
North Africa. the Yemen, etc., these unfortunate peo- 
ple for several thousand years have lived under the 
terrible conditions that the poverty-stricken natives 
of these lands have also lived. As a result, most of the 
Oriental Jews were suffering from massive malnutri- 
tion, intestinal parasitic disease, trachoma, and those 
blood dvyscrasias that come from infestations and the 
infections of all types. The infant mortality for years 
has been of gigantic proportions and only the fittest 
have been able to survive. If this had not been true 
the populations of these countries, because of lack of 
education, etc. would have been colossal. As a result 
of early disastrous experiences in handling these peo- 
ple, many of the streams, for instance, became con- 
taminated with Bilharzia and other infectious diseases. 
Few, if any, of these people knew anything about 
hygiene and modern medical practices, particularly 
about maternal care and child welfare. Thousands of 
these people were moved in some instances en masse 
from the country of their origins. These people really 
presented a problem not only because they were 
diseased themselves but because they were possible 
sources of disease for the already established citizens 
of the country. 
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Hadassah helped to finance the centers where these 
people could be rendered safe medically for them- 


selves as well as removing their potential danger to — 


others. They were put in villages where they were 
kept until not only freed from disease but until they 
had been taught something of the miracles of modern 
medicine. Then they were settled in cooperative vil- 
lages on the land where they were taught to support 
themselves in an agricultural life. In these villages the 
physicians and the trained medical personne] set up 
child and maternal health centers and dispensaries 
as well as schools for the education particularly of the 
children. Great patience was necessary on the part of 
the salaried and voluntary personnel to get these poor 
ignorant folk to accept these benefits. Gradually, they 
came to appreciate this necessary help and today the 
sanitary and health conditions of these settlements, 
while not comparable with those of the U. S., is con- 
stantly improving. The establishment of medical teams 
with the necessary auxiliary help will go far toward 
further improving the conditions under which many 
of these people will live. Here again the educational 
features of the Hadassah movement will prevent in the 
next generation many of the problems that now exist. 
These problems do not represent just health improve- 
ment but dovetail with both social and economic ad- 
vances as well. 


The Medical School 


A modern medical school and university hospital 
was built and supported by Hadassah in 1939 on 
Mount Scopus. The history of this school is of course 
steeped in tragedy. Mount Scopus is a bit of Israel 
completely surrounded by the territory of Jordan and 
is inaccessible to Israe] except that certain Jewish 
personnel are permitted to stay there. It is now under 
the U. N. The medical school and hospital have had 
to be abandoned even since 1948 when a group of 
personnel to man the institution were ambushed and 
the head of Hadassah in Israel, Dr. Yassky, was killed 
with most of the convoy. Just a very few escaped the 
slaughter, which occurred in the old walled city 
(Jordan) of Jerusalem. 

As a result of the isolation of the buildings and 
equipment on Mount Scopus it was necessary to make 
a completely new move if medical education was to 
become a fait accompli under the leadership of Dr. 
Kalman J. Mann, who took Dr. Yassky’s place as the 
head of the Hadassah movement in Israel, and under 
the leadership of several very prominent German Jew- 
ish professors such as Wertheimer, Zondeck, Karpas, 
etc. Some old buildings in the downtown part of the 
new Jerusalem just outside the walls of the ancient 
city were acquired and Hadassah furnished the money 
to rent and equip these buildings for a medical school 
and a Cancer Research Institute. The hospital equip- 
ment for the school is scattered in five buildings, which 
were originally poorly equipped for medical] and sur- 
gical services and which are under the management of 
Dr. Karpas, a devoted Jew from South Africa. This, of 
course, is a very expensive arrangement because it 
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necessitates a geat deal of duplication of both ex- 
pensive equipment and medical personnel. As I have 
so often remarked, “The equipment and the medical 
personnel are of the finest—the housing of the medical 
school and the hospitals is ‘lousy’.” 

All of this has been a severe drain upon the finances 
of Hadassah and to their everlasting credit they have 
accepted the losses on Mount Scopus and have done 
a makeshift expensive job to keep the light of medical 
education shining until they can solve the problem. 
A new site for the medical school and medical center 
has been purchased a few kilometers west of Jeru- 
salem at Ein Karem and new approved roads are 
being built so that the property may be reached from 
several different directions, The site is readily acces- 
sible to all parts of the state of Israel on a good north- 
and-south highway as it should be, and the area in the 
Judean Hills is being leveled off and some of the build- 
ings have already been started. When finished there 
will be a compact medical center with the medical 
school, dormitories for nurses and students, hospitals 
for all forms and types of medica] and surgical diag- 
nosis and treatment. The buildings are being designed 
so that they can be bombed and still operate in the 
protected basement of the center. Mr. Joseph Neufeld 
is the architect. He has offices in New York City and 
is a teacher at Yale. He was in Israel at the same time 
we were and we had many pleasant meetings with 
him. He described to us in intimate detail the whole 
building program. 

Buildings and the latest and finest equipment are of 
course only incidental. After all, it is the medical per- 
sonnel that is so vitally important. I had several oppor- 
tunities to meet both the senior and junior members of 
the faculty of the medical school both in meetings 
where policy was freely discussed and in clinical 
sessions where I was impressed, in particular, with the 
men in my own specialty, urology, Drs. Katz, Barzilai, 
Saltz, Rabinowitch, and many of the younger surg- 
eons, whose job it is to train the young people of Israel 
aspiring to the degree of M. D. Many of these younger 
teachers are American trained. Over 100 young physi- 
cians representing all of the specialties have had from 
one to five years training in our postgraduate schools 
and clinics in America, and I was much impressed by 
the quality of both the older and the younger men on 
the faculty. Hadassah pays these men their salaries 
and also finances the postgraduate work of those se- 
lected for training in England or the United States, In 
talking policy with the older men on the faculty, I 
urged cooperation with the leaders in the medical 
association of the country so that they might dodge 
certain controversies and pitfalls that might develope 
if such cooperation were not sought. The President 
of the Society, Dr. Sherman, sat in on all of the policy 
conferences with me and all of them were chair- 
maned by Dr. Wertheimer, the very able and capable 
dean. These teachers and the hospital administrator 
and his helpers for the most part are full-time people 
and are paid by Hadassah. As yet they have no well- 
integrated postgraduate program of their own but this 
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is in the making and they will soon start developing 
their own specialties. Then they will only send their 
outstanding young men for further seasoning to Brit- 
ain and the States. 

The new Medical Center at Ein Karem will eventu- 
ally consist of a 485-bed hospital completely equipped 
with all modern laboratories; a new pavilion for ma- 
ternity cases and infant care; the Rosensohn outpa- 
tient department is expected to have 200,000 patients 
yearly; the medical school able to train 450 medical, 
15 dental, and 15 pharmacological students; a new 
nurses’ training school with residence on the grounds 
for a minimum of 150 trainees. This is Hadassah’s con- 
tribution to the center. The government has plans to 
build an Institute of Psychiatry and a hospital with 
100 beds for acute mental patients and 200 beds for 
the chronic mentally ill patients. This splendid train- 
ing institute will be integrated with the medical center 
for the purposes of medical research and education. 
_ The Radium and Cancer Institute is studying the 
use of isotopes in cancer, various blood dyscrasias, 
and thyroid disease, and an interesting fact is that the 
Weitzman Institute at Rehovoth is doing magnificent 
research work on the causes of cancer. The work of 
both these institutions should be correlated by the 
medical school for the educational research and pre- 
ventative medical problems that may be jointly 
solvable. 

Beth Mazmil 


On Aug. 1, I visited an interesting pilot project in 
preventive as well as curative medicine at the newly 
finished Health Centre at Kiryvat Yovel (Beth Maz- 
mil). Here I was briefed upon the aims and objectives 
of the program by Dr. Miller, director of the mental 
hygiene division of the Ministry of Health. Beth 
Mazmil is a. housing center on the outskirts of Jeru- 
salem. In this group of several hundred immigrant 
families who have been in the country for several 
years are those not only from the Oriental countries 
but those also from the Diaspora. Almost all of these 
families are so-called workers—while the European 
groups are, as | have noted before, accustomed to a 
high grade of education and culture it is difficult to 
integrate them in a large community with the ignorant 
poverty-stricken Orientals. This community will be 
under the medical control of the nearby medical cen- 
ter. A Histadrut group of long-time residents will 
furnish a comparative study of value. There will be 
teams consisting of a physician, two nurses, a social 
worker, a health secretary, and secretary for every 
250 families in these two groups. This is a full-time 
project and the team will study the problems of all of 
these people from the point of view of anthropology 
and mental hygiene as well as group medical and so- 
cial problems. Since the Histadrut program is financed 
by that labor organization, certain of their funds will 
be channelled through Hadassah for the care of those 
of this group. Hadassah hopes to develop and inte- 
grate this plan with the teaching program of the 
medical school so that men and women may be devel- 
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oped there to manage other civilian programs through- 
out the country. It is hoped that this over-all family 
program may coordinate eventually all of the preven- 
tive and curative health groups, many of which now 
operate as independent agencies. Dr. Miller is particu- 
larly interested in the problem of solving all of the 
family frustrations from a_ practical psychosomatic 
angle, thus reducing the tensions and the frustrations 
of larger groups of people of diverse social and eco- 
nomic philosophies for the betterment, in particular, 
of the next generation. This socialization of the medi- 
cal program seems to be needed at present for the 
orderly amalgamation of such impoverished and di- 
verse immigrant groups. As these people become 
self-supporting and prideful, such a socialized pro- 
gram should eventually be displaced by the private 
physician concept. 

On Aug. 1, we also visited a very unique training 
center on the outskirts of Jerusalem. Here is a tech- 
nical high school where boys are trained to do a job as 
well as to be educated in subjects at the high school 
level. This is a fairly new program but it seems to be 
one of the most progressive facilities that we have 
visited, This is one program not concerned with health 
per se, although one might say that it really has strong 
psychosomatic implications. Here the boys learn to 
make precision instruments by using precision machine 
tools. I believe the training is 60% practical and tech- 
nical and 40% book work, These boys are under 18 
and the precision instruments they make have a ready 
market and the project could easily become self-sup- 
porting. Printing of all kinds and types is also taught 
at this facility. Here most of the enormous amount of 
printing that is necessary for the Hadassah program 
is done at a great saving to the funds of the organiza- 
tion. At the same time these youngsters are being 
taught very valuable ways of eventually earning a 
living. The work that these youngsters do is really 
amazing. They remain in this school if they show any 
aptitude for this type of expert manual training until 
they are of military age (18). Then all boys and girls, 
I'm informed, must serve two and one-half years in 
the Israeli Army. 


The Hospital at Beersheba 


We visited the Hadassah Yassky Memorial Hospital 
at Beersheba and were met by Dr. Lehmann, the phy- 
sician in charge. When this hospital was started, the 
population of this part of the Negev was about 5,000 
at the most. Today this northern section of the Negev 
is supporting some 60,000 Jews and Bedouins. No one 
is barred from admission to the hospital and the phy- 
sicians and hospital help are ali supplied by your 
organization. The caliber of the medical, surgical, and 
obstetrical personnel is splendid. However, the condi- 
tions under which these professional men and women 
work in this institution are very bad. Not only are 
there too few physicians for the amount of work 
necessary but here is the worst case of overcrowding 
of bed hospital facilities that I have ever seen any- 
where. Very few, of any, of the people in this entire 
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area could pay any private fees. Most of the popula- 
tion are immigrants and Bedouins. The Jews came to 
this desert area for a place to live. The Bedouins 
wealth is measured mostly in camels, goats, and cattle. 
The hygienic condition of the villages that have been 
established is, of course, bad, although every effort is 
being made to clean up all parts of the country. The 
most important thing, of course, is the educating in 
hygienic habits of peope who have, in many instances, 
lived without any knowledge that this is necessary to 
a decent life. The buildings that house the hospital 
are atrocious to start with. Old English barracks are 
used as a part of the hospital. In one of the permanent 
buildings used as a children’s ward, I saw two babies 
and children to a bed. Of necessity, the doctors and 
nurses were taking care of twice as many cases as they 
were actually equipped to handle. The operating staff 
were likewise overworked and much overcrowded and 
these services were being supplied to the people to 
the best of everyone’s ability. 

I met Dr. Rolan and his associates of the surgical 
department. Then a visit to the maternity ward was a 
horrible revelation of the complete inadequacies of the 
institution. The overcrowding here constituted a night- 
mare for the devoted personnel, trying desperately to 
do a good job. In rooms large enough for two beds, 
four beds were crowded. In the admission office there 
were five patients on cots—one woman on a stretcher 
supported by two chairs. In the hall two women were 
getting a blood transfusion, and chaos reigned su- 
preme. Dr. Lehmann and his staff were beside them- 
selves but there was little or nothing they could do 
about it. Here I also met and talked with Dr. Selby 
(maternity department) and Dr. Wilhelmina Cohen 
( pediatrician). I learned while I was at Beersheba 
that the Histadrut was going to build a new hospital 
on the cooperative basis like the one that they had 
built near Tel Aviv. It would seem to me that all the 
good work that Hadassah has done in this area might 
be jeopardized by this action but this will of necessity 
be done unless Hadassah really comes through with a 
modern program at Beersheba, I can only praise the 
work done by Lehmann, his staff and aids, but, and 
this is a considered but, unless Hadassah is prepared 
to go all out and build a hospital that is a hospital 
and bring to these people really modern scientific care, 
it would seem to me that it would be better to transfer 
to the Histadrut the equipment, etc., and close the 
present facility. To do a real hospital job in Beersheba, 
with the great increase in the population in recent 
years and the terrific increase in the population that 
will take place as soon as more water is brought to 
the Negev, means the capital expenditure of several 
million dollars for buildings and an increase in the 
dedicated personnel that already exists. I am confident 
that should this be done, Histadrut would not build 
because they depend for the management of their 
institutions on wage deductions and when they go in 
the red, they are able to get an Israeli government 
settlement to balance their budget. Most of these 


people in this area now have nothing to contribute 
towards adequate medical care, even that supplied by 
a society, such as the Histadrut. 


Tuberculosis Hospital at Safed 


We visited the tuberculosis hospital at Safed. This 
institution has been in operation for years and is just 
about ready to be turned over to the government for 
such hospital purposes as are needed in this area. 
Tuberculosis is no longer the dangerous disease that 
it used to be, thanks to the use of certain of the new 
miracle drugs and to improved hygienic conditions. 
When this hospital was first started by Hadassah, the 
need in this area for the care of the treatment of the 
tuberculosis was a must. The head nurse at this insti- 
tution was from a well-to-do Jewish Pittsburgh family. 
When she took over she had trouble even getting run- 
ning water on the hospital grounds. Meeting and 
conquering obstacles that would have defeated a less 
inspired person, she has contributed much to make 
this institution a great success. Following the Hadas- 
sah principle of building, mantaining, and_ staffing 
hospitals and carrying them until they are virtually 
self-sustaining and then turning them over to the 
city or the area government, this institution is now 
in the process of being transferred. Money spent on 
these institutions that are transferred to the govern- 
ment after they have become successful is then fun- 
nelled into new health channels where the need is 
deemed greatest. 


Lectures and Impressions 


At 8 p. m. Sunday, July 29, I gave my first lecture 
to the Jerusalem branch of the Israel Medical Associa- 
tion under the auspices of the Hadassah Medical 
Organization and the Israel Medical Association on 
the subject of the make-up and organization of the 
American Medical Association. | explained our con- 
cept of medical ethics, our opposition to socialized 
medicine and why (it must be remembered that social 
and economic conditions of Israel and those in the 
United States are not comparable), that the A. M. A. 
was a federation of state medical associations and that 
the state organizations were federations of county so- 
cieties, and how no action on policy could be origi- 
nated at the national level but had to originate from 
the county level and was transmitted up through 
channels to the national organization, 

The men present were particularly interested in the 
A. M. A.’s budget, its interest primarily in the scientific 
advances of modern medicine, the interest that it has 
in medical education, and other aspects of A. M. A. 
work. After the talk, the meeting was thrown open for 
questions. Since most of their medical setup has been 
more or less patterned after American medical con- 
cepts, it was interesting to note how they had copied 
(with the modifications necessary to meet their own 
conditions ) our A. M. A. Of course, since Israel is no 
larger than the state of New Jersey, they do not have 
the county, state, and national divisions. The numbers 
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of their professional people, likewise, are small, and 
they can get together frequently to discuss both their 
scientific problems, as well as those that have to do 
with policy. Difficulties arise too because only about 
20% of the physicians practice private medicine. Of 
all the physicians 80% are full-time employees of 
either a union cooperative program, the government, or 
are in the employ of Hadassah. Of course, this makes 
the policy problems differ completely from those of 
the American profession where the vast majority of 
our 200,000 physicians practice private medicine. After 
the lecture, the faculty of the school and most of the 
physicians gave me a warm personal reception in Bet 
Shalom, Talbieh, Jerusalem. Here I had another op- 
portunity to answer many more questions about Ameri- 
can medical philosophy. On July 30, I had lunch with 
the medical and administrative staff of the Hadassah 
Hospital Ziv and after lunch we had a “dry” clinic 
on surgical urology with Dr. Katz, his associates, and 
members of the teaching surgical staff. I was im- 
pressed by the caliber of the men, mostly young men, 
and the splendid work that they were doing both in 
urology and surgery. 

On Aug. 1, at 8 p. m., I gave a lecture to the faculty 
and members of the Jerusalem Medical Association on 
Haematuria, again followed by a very stimulating 
question-and-answer period and afterwards a recep- 
tion in Doctor Wertheimer’s office at the medical 
school. I gave my next official lecture on Aug. 3 at 
Haifa. My program called for an address before the 
Israel Medical Association at Tel Aviv on Aug. 2, but 
we were unable to keep this date. 
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On Aug. 5, I lectured to the Society at Haifa again 
on the organization of the American Medical Associa- 
tion. In the question-and-answer period, I had to dis- 
cuss prepaid insurance, private health insurance, and 
socialized medical problems as they pertained to the 
United States. It must be noted, in passing, that the 
medical problems in Haifa are more nearly like our 
own than they are in any other part of Israel except 
perhaps Tel Aviv. Here is a clean modern city, a 
seaport and a busy one, where most of the people 
can, more or less, pay their own way. Here, I received 
the impression that there is a larger percentage of 
private practitioners. 

To conclude, my many thanks go to Hadassah for 
giving me the opportunity to see the constructive work 
that this organization, cooperating with the Jewish 
Agency, is doing for this new country, I have refrained 
in this report from commenting on the make-up of 
government, the number of political parties, the coali- 
tions, that of necessity have to be formed to have a 
working government, and the conflict of interests of 
the varying political, religious and nonreligious groups 
in Israel. Nor have I referred to the labor organiza- 
tions and their health and welfare contributions to 
those who are gainfully employed. Purposely, I have 
not discussed the contributions to the economic status 
of the country by Hirsch and the Rothschild interests, 
nor have I discussed oil and what it means both po- 
litically and economically to the countries of the Near 
East with especial interest that it must have to the 
growth and development, both politically and econom- 
ically, of Israel. 
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STATUS OF GRADUATES IN FIRST CLASSES AS 


CANDIDATES 


FOR INTERNSHIP 


EVALUATION OF GRADUATES OF UNIVERSITIES OF MISSOURI, SASKATCHEWAN, AND MISSISSIPPI 


The University of Missouri School of Medicine, 
Columbia, and the University of Saskatchewan Col- 
lege of Medicine, Saskatoon, have both admitted 
fourth-vear classes during the academic year 1956- 
1957 and are eligible for consideration for approval as 
four-year medical schools. The development of the 
undergraduate educational programs of both of these 
institutions has been followed closely by the Council 
on Medical Education and Hospitals. In accordance 
with long-standing policy, approval is not granted to 
any medical school for its over-all program until it 
has been visited by representatives of the Council 
after instruction in all four vears has been instituted. 
The University of Missouri will be surveyed in March 
and the University of Saskatchewan in April by a liai- 
son group representing the Council on Medical Edu- 
cation and Hospitals and the Association of American 


Medical Colleges. In order to clarify the eligibility for 
internship appointments of the first graduating classes 
in medicine at Missouri and Saskatchewan, the follow- 
ing action has been adopted by the Council. 

Students who graduate from the School of Medicine 
of the University of Missouri and the College of Medi- 
cine of the University of Saskatchewan in 1957 will 
be considered as if they had graduated from an ap- 
proved medical school. Hospitals approved for intern 
training may therefore consider applicants from these 
institutions accordingly. 

The four-year program at the University of Mis- 
sissippi was surveyed in January and formally ap- 
proved by the Council at its meeting in February, 
1957. Graduates in 1957 from the University of Mis- 
sissippi are therefore to receive full consideration as 
graduates of an approved four-vear medical school. 


_ 
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MEDICINE AND THE LAW 


The Judicial Council has authorized the publication of the following opinions. These opin- 
ions will eventually be compiled and published separately as annotations to the Principles of 


Medical Ethics.—Ep. 


OFFICIAL OPINIONS OF THE JUDICIAL COUNCIL 


Question: How does the Judicial Council define 
“clinic”? 


Answer: The Judicial Council has stated before that 
it does not define terms that may connote ethical or 
unethical conduct. Nor does it believe it to be within 
its province to attempt to approve or disapprove, en- 
courage or discourage particular forms of medical 
practice by definition. The Principles of Medical 
Ethics are themselves the criteria by which the ethical 
nature of professional conduct is determined. In con- 
nection with any definition of the word “clinic,” it 
should be clear that regardless of how clinic is de- 
fined, each physician-member of the clinic must act, 
in his relations with his patients and his colleagues, 
in accord with all the Principles of Medical Ethics. 
No physician member of a clinic may permit the 
clinic to do that which he may not do. Each physi- 
cian must observe all the Principles of Medical Ethics. 

Under the ethical principles of medicine no use may 
properly be made of the word clinic that would mis- 
lead or deceive the public, or would tend to be a 
solicitation of patients to the particular group of physi- 
cians holding themselves out as a “clinic.” 


Question: Is it ethical for a physician to indicate on 
his letter or billhead, or his professional cards, that 
he is a member or fellow or diplomate of some special- 
tv organization within the medical profession? 


Answer: The physician should limit the use of state- 
ments of qualifications and honors on letter and bill- 
heads and professional cards to the simple, dignified 
abbreviation, “M.D.,” or the statement “Doctor of 
Medicine.” To do more smacks of self-laudation, 
borders on solicitation of patients, and tends to reduce 
the degree and title “Doctor of Medicine” to secondary 
importance. While it cannot be concluded that it is 
unethical to use specialty designations in this manner, 
it can be said that the practice is not in the best of 
taste or in the best interest of the profession. 


Question: Is it ethical for a physician to accept em- 
ployment under another physician or in a clinic on a 
part-time basis? 


Answer: It is not unethical in itself for a physician 
to accept part-time employment under another physi- 
cian or in a clinic. The physician so employed and his 
employer must observe, however, all Principles of 
Medical Ethics in their relationship with each other 
and with their patients. 


Question: At my hospital we have neither interns nor 
residents to assist during surgery. The custom is for 
the surgeon to call in either the referring physician or 


another physician to assist him during surgery. May 
the surgeon ethically bill the patient for the total 
surgical charge and then reimburse the assistant per- 
sonally out of the payment received from the patient? 


Answer: When two or more physicians actually and in 
person render services to one patient they should 
render separate bills. It is contrary to the traditions 
of the Association and spirit of the Principles for the 
surgeon to bill for the total surgical procedure and 
pay an assistant from the amount so received. The 
practice fails to impress patient with the gravity of 
surgical care—which is not a one-man procedure—and 
it tends to make the surgical fee appear dispropor- 
tionately high. 

The Judicial Council suggests, in the best interest 
of the profession, that the patient be fully advised of 
the need for an assistant, and told that this is necessary 
in his own best interest. The patient should also be 
advised that the assistant will earn and charge a fee 
for his services and will send a bill for his services 
direct to the patient, which the patient should pay to 
the assistant. 


Question: What is unethical advertising? 


Answer: The Principles of Medical Ethics do not pro- 
scribe advertising as such; they proscribe the solicita- 
tion of patients. Advertising, in its broad sense, means 
the act of making information, fact, or intention known 
to the public. Solicitation, as used in the Principles, 
means the attempt to obtain patients by persuasion 
or influence. Advertising, as distinguished from solici- 
tation, is not in itself unethical. 

The public is entitled to know the names of physi- 
cians, the type of their practices, the location of their 
offices, their office hours, and the like. The doctor may 
ethically furnish this information through the accepted 
local mediums of advertising, which are open to all 
physicians on like conditions. Telephone listings, office 
signs, professional cards, dignified announcements, all 
are acceptable mediums of making factual information 
available to the public. 

The particular use to be made of any ethical ad- 
vertising medium and the extent of that use are, how- 
ever, matters to be determined according to local 
ideals. What constitutes an excess, what is not in keep- 
ing with the ideals of medicine. what transcends 
advertising and becomes solicitation are questions of 
fact. The application of this principle is to be made 
locally. 


Question: To whom may announcements concerning 
the opening or removal of a doctor’s office be made? 
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Answer: On opening an office a physician may proper- 
ly send announcements to his colleagues, to his inti- 
mate personal friends not in the medical profession, 
and to those persons in allied fields with whom it may 
reasonably be expected he will associate. Announce- 
ments of the opening of an office should not be mailed 
indiscriminately to all persons in the community, nor 
should commercial mailing lists be utilized. A brief 
news item carried in the local press, in itself, is not 
unethical. Local societies may, however, in the exer- 
cise of good judgment determine and fix limitation in 
this regard. 

On removing an office a physician may properly 
advise of this fact to the same persons and in the same 
manner as he may announce the opening of an office. 
In addition, he may, and should, advise his patients 
of the essential facts concerning this removal. In anv 
case, the physician is well advised to check with the 
appropriate officer or committee of his local medical 
society in order to conform his conduct with local 
practice. 


Question: Is there a prescribed form of announcement 
concerning the opening or removal of one’s office? 


Answer: No form has been approved by the American 
Medical Association. Under the Principles of Medical 
Ethics and in keeping with the ideals of the profession, 
it would seem that no objection would be made to a 
simple statement of fact, without undue embellish- 
ment, e. g.: 

Dr. John Doe (or John Doe, M.D.) announces the opening 
(the removal) of his office at (followed by location or locations, 
in case of removal ). Office hours, telephone number, and a state- 
ment concerning limitation of practice, if applicable, may be 
included. 

The above suggestion is to be understood as ad- 
visory only and is not to be considered an exclusive 
form that must be used. In all cases the local society 
can be looked to for an authoritative opinion. 


Question: May I patent a surgical or diagnostic instru- 
ment that | have developed? 


Answer: Yes. It is not unethical for a physician to 
patent a surgical or diagnostic instrument he has dis- 
covered or developed. Our laws governing patents are 
based on the sound doctrine that one is entitled to 
protect his discovery. Medicine, recognizing the 
validity of our patent law system, accepts it, but in the 
interest of the public welfare and the dignity of the 
profession insists that once a patent is obtained by a 
physician for his own protection, the physician may 
not ethically use his patent right to retard or inhibit 
research or to restrict the benefits derivable from the 
patented article. Any physician who obtains a patent 
and uses it for his own aggrandizement or financial 
interest, to the deteriment of the profession or the 
public, is acting unethically. 


Question: Is it ethical for a physician to exhibit a 
medical emblem on his auto? 
Answer: Nothing in the Principles of Medical Ethics 


proscribes the use of a medical emblem by a physician 
on his automobile. It may be noted that it has long 
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been the custom of the Association to provide for its 
members, at cost, registered medical automobile in- 
signia. 


Question: Is it ethical for a doctor to entertain other 
doctors for business reasons? 


Answer: In its 1951 Report to the House of Delegates, 
the Council stated that it does not consider expendi- 
tures by physicians for the entertainment of other 
physicians as unethical. There are circumstances under 
which a professional obligation may rest on a physi- 
cian to entertain other physicians. It certainly is not 
an uncommon practice and is recognized by the pro- 
fession generally as entirely proper and justifiable. 


Question: Is it ethical for a physician to send an 
itemized _ bill? 


Answer: Nothing in the Principles of Medical Ethics 
proscribes the submission of an itemized bill by a 
physician to his own patient for medical service he 
actually rendered to the patient. 


Question: Is it ethical to render a combined bill to 
a patient if the names of all participating physicians 
(or surgeons ) and their respective fees are set forth? 


Answer: The Judicial Council has stated repeatedly 
(in its June 1954 Special Report and its December 
1952 Annual Report, to cite two occasions ) that, when 
two or more physicians actually and in person render 
service to one patient, they should render separate 
bills. The Special Report of June 1954 indicates two 
exceptions to this general rule, namely, when a_pa- 
tient insists on a single bill or when an insurance 
company demands one. The Council has insisted, 
however, that these instances are to be recognized as 
exceptional cases and not routine. 


Question: A patient states he received a bill for serv- 
ices from an anesthesiologist in connection with 
surgery performed on him. What should I tell him? 


Answer: Medicine has always insisted that anesthesia 
is a medical service, which should be administered by 
a licensed, trained physician or by another adequately 
trained person who acts under the direction and super- 
vision of a physician who assumes responsibility for 
the medical service rendered. A physician properly 
should present a bill for the services he renders to the 
patient. 


Question: Please define “ghost” surgery. 


Answer: The Judicial Council, in its 1954 Annual Re- 
port, stated that it does not believe it appropriate to 
define expressions not found in the Principles them- 
selves which, in popular usage, connote ethical or un- 
ethical conduct. The Council points out that the 
Principles themselves are the criteria by which the 
ethical nature of professional conduct is determined: 
Whenever it becomes necessary to evaluate the ethical 
quality of any particular act, reference must be made 
to the Principles themselves—not to definitions or 
descriptions. 


Question: May an osteopath act as anesthesiologist 
to a patient on whom I perform surgery in our com- 
munity hospital? 


1158 MEDICINE AND THE LAW 


Answer: For years, the Association has stated that 
voluntary professional activities with sectarian practi- 
tioners are unethical. In its 1955 Report, which was 
accepted by the House of Delegates, the Council 
reaffirmed its opinion that all voluntary professional 
associations with osteopaths are unethical. 


Question: The law of my state authorized the court to 
appoint a commission on sanity. | was appointed on 
such a commission to serve with another doctor of 
medicine and an osteopath. May I serve on_ this 
commission? 


Answer: The Principles of Medical Ethics proscribe 
voluntary professional associations between doctors of 
medicine and cultists. Associations that are required by 
law or are occasioned by judicial appointment, made in 
the public interests, cannot be considered to be volun- 
tary and thus are not in contravention of the Principles. 


Question: May a physician permit his name to be used 
in connection with civic enterprises (e. g., subscrip- 
tion to building funds, season concert series, com- 
munity fund activities, ete. )? 


Answer: The Judicial Council, at a recent meeting, 
approved the following comments expressed by Dr. 
George F. Lull, Secretary of the Association, in answer 
to a request similar to the above: 

I believe it is an excellent thing for physicians to take part in 
civic enterprises. I think we have gone the other way and held 
ourselves aloof so long that we are not considered part of the 
community in many places. It is my personal opinion that our 
public relations can be improved by each individual physician's 
activities, since the people who come in contact with him 
usually judge all physicians by his standards. 

The Judicial Council does not believe that the use 
of a physician’s name in connection with a civic project 
should, in itself, be considered contrary to the Prin- 
ciples of Medical] Ethics. 


Question: | enclose a clipping from our local news- 
paper that contains an announcement of the opening 
of an office by a physician who recently moved into 
the community. Isn't this unethical? 


Answer: The Judicial Council has stated that it can- 
not pass judgment in advance on a situation that may 
later come before it on appeal; that is, the Council 
cannot be an attorney for a society or a member 
thereof and later a judge in the same factual situation. 
Your component medical society has the obligation of 
determining whether or not the action described con- 
stitutes an infringement of ethical principles as set 
forth in Chapter I, Section 4, of the Principles. There- 
fore, you should, if you desire an authoritative answer 
to this question, present it to the appropriate official 
of your own Component society. 

Question: Is it ethical for a physician to hold stock in 
a pharmaceutical concern? 

Answer: The physician as a citizen has the right to 
make investments according to his own best judgment. 
The fact that he is a physician should not preclude 
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him from investing in the stock of a pharmaceutical 
company. Returns from his investment could not, in 
any practical sense, be considered a rebate or an in- 
direct income gained secretly from patients for whom 
he may have prescribed products of the firm whose 
stock he holds, provided, of course, no subterfuge is 
employed and no unusual control of the company is 
exercised by the doctor. 


Question: We are a group of physicians who own the 
building in which our offices are located. May we 
ethically operate a pharmacy in this building? 


Answer: The Principles of Medical Ethics were re- 
vised in Atlantic City at the June 1955 Session of the 
House of Delegates to read as follows: “It is not un- 
ethical for a physician to prescribe or supply drugs, 
remedies, or appliances, as long as there is no ex- 
ploitation of the patient.” 

Under this language, the Judicial Council does not 
believe it can be considered unethical for a physician 
to own or operate a pharmacy provided there is no 
exploitation of his patient. 


Question: | have been invited to give a paper at a 
meeting of a state osteopathic association on a medical 
subject. May I ethically accept such an invitation? 


Answer: No. The Principles of Medical Ethics pro- 
scribe all voluntary professional associations between 
doctors of medicine and sectarian or cult practitioners. 
The giving of a paper by a doctor of medicine before 
a group of osteopathic physicians by invitation would 
be a voluntary professional association contrary to 
the Principles of Medical Ethics. 


Question: In the use of new drugs or new procedures 
still in the “experiment stage” what ethical limita- 
tions are placed on the physician? 


Answer: In order to conform to the Principles of Med- 
ical Ethics of the American Medical Association, three 
requirements must be satisfied: 1. The voluntary con- 
sent of the person on whom the experiment is to be 
performed must be obtained. 2. The danger of each 
experiment must have been investigated previously 
by means of animal experimentation. 3. The experi- 
ment must be performed under proper medical pro- 
tection and management. 


Question: May I ethically mail reprints of articles 
written by myself and published in national or state 
medical journals to members of the medical profession? 


Answer: One normally would not take it upon himself 
to mail reprints indiscriminately without sufficient 
reason. What constitutes a sufficient reason is impos- 
sible to define categorically. Certainly it would not be 
ethical for a physician to mail reprints if his intent 
was to solicit patients directly or indirectly or to at- 
tempt to bring undue attention to himself. The prac- 
tice, therefore, cannot be recommended. This is not to 
say that the author of a medical article may not honor 
requests for copies of his article. | 
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PROFESSIONAL LIABILITY INSURANCE—AMOUNT OF COVERAGE 
Dan Tucker, M.D., Oakland, Calif. 
Rollen Waterson, San Francisco 


This is the eighth in a series of articles dealing with medical professional liability. An edi- 


torial (page 360) and chronological résumé (page 364) appeared in Tue Journat, Feb. 2. One 
of the preceding articles in this series has been published each week in Tue Journat, begin- 


ning Feb, 9, 1957.—En. 


In buying professional liability insurance the phy- 
sician enters into a contract to pay a premium in 
exchange for which the insurance company agrees to 
assume, within fixed limits, the defense against claims 
and the risk of losses which may or may not occur. 
The insurance premium constitutes the consideration 
for which the insurance company accepts financial 
responsibility for claims incidental to the performance 
of medical services. In this way the physician elimi- 
nates a worrisome element of uncertainty in the prac- 
tice of medicine that might otherwise interfere with 
his professional efficiency and possibly jeopardize his 
financial status. The cost of professional liability insur- 
ance is an item of overhead expense to be figured in 
determining the cost of rendering professional services 
in the same manner that insurance is an element of 
cost to the consumer in the purchase of all other 
services and commodities. 

It is not feasible to carry insurance to cover every 
possible contingency that might arise in the course of 
living. To carry maximum insurance for all one’s pos- 
sessions, to anticipate every conceivable liability that 
might occur, and to maintain an adequate life, disa- 
bility, health, and accident insurance program would 
involve a financial burden greater than most people 
would want to or should assume. Consequently, we 
must be selective in the purchase of insurance in order 
to utilize the insurance dollar to fulfill basic insurance 
needs. 

Fundamentally, there is the need to carry liability 
insurance to protect against possible eventualities 
which would have a catastrophic effect upon the phy- 
sician’s professional and economic welfare. With 
verdicts in automobile personal injury cases reaching 
$100,000 and more, only a foolhardy driver would 
dare to operate an automobile without adequate lia- 
bility coverage. Judgments in professional liability 
cases have reached the $250,000 mark. However re- 
mote the possibility, is it wise to be satisfied with, 
say, $5,000 maximum professional liability coverage? 

At the outset, in computing his insurance budget, 
the physician should segregate those items of insur- 
ance cost which are expenses incident to his practice 
from those which are personal expenses. If he is in 
a high tax bracket, his actual cost of insurance is, in 
effect, substantially diminished through the reduction 
in his tax liability. A physician whose net income 
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after deductions and exemptions amounts to $18,000 
is in the 50% tax bracket, and approximately half of 
the cost of carrying professional liability insurance is 
offset in tax savings. If he is in a lower tax bracket, 
the saving is proportionately reduced. 


Insurance as Influencing Claims 


It is undoubtedly true and should be frankly recog- 
nized that the presence of insurance is a significant 
element in the disposition of malpractice as well as 
other tort liability claims. The patient and his attorney 
are more likely to press his claim when they are aware 
that an impersonal, “rich” insurance company. will 
stand the loss and not the doctor. Although they might 
hesitate to insist on a maximum settlement against an 
individual, they do not have that reluctance with re- 
gard to insurance companies. They feel that, since 
insurance spreads the risk, the insurance company is 
merely fulfilling a contractual business obligation for 
which it is paid by its policyholders for the benefit of 
claimants. The presence of insurance also means to 
the lawyer that the amount of any judgment is col- 
lectible up to the policy limits. This is frequently a 
matter of concern particularly where damages are 
substantial. However, there have been many cases in 
which the patient and his attorney have pressed for 
and have won judgments that were many thousands 
of dollars above the physician’s insurance coverage. 
In some such cases, the successtul plaintiff and his 
attorney have not been reluctant in executing the 
judgment, to take all the physician's asscts—even his 
home. 

Those who recommend minimum insurance cover- 
age will tell you that the greater the total amount 
of professional liability insurance that doctors may 
collectively carry, the greater the sum total of pay- 
ments to claimants. These advocates of minimum 
coverage contend that higher insurance limits are 
evidence of greater ability to pay, that such in- 
creased ability to pay results in larger judgments. 
Even if true, this argument does not appear to ofter 
valid reason for the individual physician to carry 
insufficient insurance protection to prevent his per- 
sonal financial ruin. 

In the trial of an individual case, the jury may as- 
sume either that the physician is adequately covered 
by insurance or that he is sufficiently wealthy to pay. 
Any mention of insurance, however, or of the amount 
of the doctor’s insurance, be it large or small, auto- 
matically leads to a mistrial. The individual defendant 
doctor has no way of conveying to the jury the infor- 
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mation that his insurance coverage is not enough to 
pay a big judgment. Jury studies indicate that jurors 
will assume the doctor is, or should be, adequately 
insured. To be underinsured with respect to profes- 
sional liability insurance or any other type of coverage 
can spell disaster when the remote possibility becomes 
an actuality, 

A basic insurance principle that must be recognized 
is that insurance protection is necessary to cover the 
eventuality of a loss which the individual cannot 
afford to bear personally. With this in mind, the 
average physician would probably be better off with 
a policy insuring him, on a deductible basis, for claims 
exceeding $5,000 rather than for only $5,000 maximum 
coverage for each occurrence, assuming that deduct- 
ible insurance could be obtained. 


Liability for Injury 


A great deal may be learned from experience in 
the field of automobile liability insurance. Many states 
have passed statutes which make it practically manda- 
tory for the driver to carry such insurance. The law 
encourages compensation to one injured through the 
negligence or wrongful act of another. In many cases, 
injured persons would have become public charges 
or at least dependent upon their relatives had it not 
been for the fact that the negligent driver involved 
was covered by insurance. It is generally recognized 
that widespread insurance coverage has built up the 
volume of personal injury claims paid. Despite the 
abuses of some unscrupulous claimants who have 
pressed exaggerated and even fictitious claims, the 
social benefits to the injured as well as the assured 
are apparent. 

In all areas of human activities where personal in- 
jury is or may be a consequence of negligence, there 
must be a constant alertness to the possibility of acci- 
dents and a basic knowledge of how to avoid them. 
As new means of diagnosis and medical and surgical 
treatment are developed, accident exposure increases. 
Even when physicians have reached the practicable 
limits of accident control—which is yet to be attained 
—a realistic approach to the problem of professional 
liability should recognize the existence of human falli- 
bility. Even the most cautious physician can commit 
an act of negligence. Sometimes such acts of negli- 
gence result in little or no damage. For example, an 
automobile driver backs up his car without looking 
in his rear mirror. There may be nothing behind him, 
or he may scratch the bumper of another vehicle. If 
he is less fortunate, he may strike down a child, In 
such case, the act of negligence remains the same, the 
culpability the same, but the consequent injury is 
substantially different. 

Many physicians can recount comparable experi- 
ences in the practice of medicine. Control or elimina- 
tion of illegitimate claims will effect a reduction in 
insurance costs, but will not obviate the need of carry- 
ing adequate insurance. The purchase of sufficient 
insurance reasonably to compensate the victim of 
inevitable human error is believed by some physicians 
to be both a social and a moral responsibility, Mal- 
practice as an occupational hazard must be recog- 
nized. 
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Adequate professional liability insurance for the 
physician means more than carrying sufficient dol- 
lar limits. The insuring agreement and exclusions 
written into the contract, the quality of claims han- 
dling and defense, the availability of these highly 
specialized services in the area in which the phy- 
sician practices—these and many other factors be- 
vond the amount of money available to pay possible 
claimants are essentials of safe professional liability 
protection. 

Expense 

Some physicians appear to have misgivings or 
resentment regarding the expense of carrying profes- 
sional liability insurance. For the most part they do 
not consider it as a normal item of expense. Since 
patients expect and have a right to be compensated 
for damages resulting from any accidental departure 
from the normal standard of medical care and since 
the laws of society provide this protection, professional 
liability insurance is a proper item of the physician’s 
overhead, From a business standpoint it affects all 
physicians in the particular community with relative 
uniformity and does not adversely affect the com- 
petitive position of any individual. 

It is axiomatic in a business or profession to reduce 
uncertain items of risk that may jeopardize profits to 
fixed costs wherever possible. In conducting an activ- 
ity with the comparative dollar value of a physician’s 
practice, no efficient executive would attempt to be 
a self-insurer with respect to public liability, product 
liability, workmen's compensation, fire hazards, or the 
like. 

Similarly, most physicians would not consider driv- 
ing an automobile without adequate liability insur- 
ance. Nevertheless many are apparently satisfied to 
conduct a large medical practice with $5,000 or so 
maximum insurance protection against individual 
claims. The statement often has been made that even 
a policy with this basic limit is too expensive—that the 
physician simply cannot afford to carry more than 
minimum coverage. Anyone making such a statement 
should consider his ability to pay the judgments 
awarded in these cases in our courts today. Six-figure 
verdicts are becoming increasingly common, Not many 
physicians are able to pay such amounts without im- 
poverishing themselves and endangering the financial 
position of their families. Juries seem to assume that 
every defendant is insured and they also have exag- 
gerated impressions of the wealth of professional men. 
The public from whom jurors are drawn is not only 
claims conscious but insurance conscious, and the 
purchase of all sorts of liability insurance is constantly 
expanding. Regardless of whether or not the physician 
defendant is insured or adequately insured, it is pos- 
sible that some member of the jury may convince his 
fellow jurors that the true defendant is an insurance 
company. 

Although, relatively speaking, not many claimants 
may collect in excess of $5,000, numerous suits are in- 
stituted in which the amounts claimed are in excess 
of basic policy limits. Not until final disposition of the 
claim or case will the physician with minimum cover- 
age know if his coverage is sufficient. This is a matter 
of serious consequence to the doctor since personal 
injury cases sometimes remain upon the court calendar 
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for a number of years. The anticipation of the ordeal 
over a long period of time, accompanied with the 
acknowledged reluctance which physicians have to 
appear in court, can present a serious mental burden, 
particularly when the financial outcome is uncertain. 

The injuries which sometimes occur or are alleged 
to occur as a result of malpractice may be just as dis- 
abling as those which take place on the highway. A 
jury is just as likely to award a six-figure verdict 
against a physician allegedly responsible because of 
negligent medical treatment for the paraplegia of a 
patient as it would against the same physician who 
may have caused similar injuries to a pedestrian in an 
automobile accident. If some of the recent verdicts 
are an indication of the attitude of present-day juries, 
some awards against physicians are apt to be higher 
than those against automobile drivers who have caused 
similar disabilities. The public expects near infalli- 
bility and a higher degree of accountability from 
physicians than from nonprofessional persons. If the 
economic risks which the physician encounters in the 
operating room are comparable to those which he is 
subjected to in driving an automobile, it would seem 
that a valid comparison might be drawn between the 
amount of insurance coverage which the physician 
should carry as the driver of an automobile and the 
amount of liability coverage which he should have 
with respect to this professional practice. 

Bodily injury limits of $20,000/$40,000 ($20,000 for 
each individual claim and a total of $40,000 for each 
accident) are considered by insurance men to be the 
minimum limits, in general, that should be carried for 
automobile liability. They recommend $100,000/$300,- 
000 automobile liability coverage for professional 
people and for business men with apparent wealth. 

It is difficult to estimate the potential financial lia- 
bility that may arise out of a particular malpractice 
claim. The potential worth of the claimant's alleged 
injury or the price of settlement is based upon an 
attempted forecast of what a jury may award. In 
arriving at a verdict, the jury is permitted by the court 
to take into consideration past and future pain and 
suffering; medical, hospital, and nursing expenses; 
permanency of injury and disability; loss of earn- 
ings, ete. 

Where legal liability is clear, insurance adjusters 
sometimes apply an arbitrary yardstick in determining 
the reasonable value, for settlement purposes, of per- 
sonal injury claims not involving permanently dis- 
abling injuries. A factor is applied to the total of loss 
of earnings and actual expenses incurred for such 
items as physicians’ fees, nursing, hospitalization and 
medicines, The applied factor is intended to compen- 
sate for pain and suffering. It can be readily under- 
stood that even a temporary and minor injury may be 
translated into a substantial sum of money. 

The probability of continued inflation in our uneasy 
economy is also good reason to purchase ample insur- 
ance. To illustrate: A physician was sued in 1956 for 
injuries resulting from alleged negligent treatment of 
a child in 1938. Fortunately, the doctor had preserved 
his 1938 professional liability insurance policy and 
therefore knew which company was responsible for 
his defense and indemnity in this case. The doctor 
had $10,000 coverage in 1938. This was probably 
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ample to cover the amount of a judgment that would 
have been agreed upon by a jury had the case been 
tried at that time. But a 1956 jury, returning a verdict 
for the plaintiff, decided the amount of the judgment 
in terms of the 1956 inflated dollar. The doctor’s 1938 
coverage of $10,000 fell far short of the amount he 
had to pay. Many physicians, particularly in states 
where the statute of limitations is successfully pleaded 
in few cases, now feel it necessary to hedge against 
big judgments in the distant future with more than 
ample insurance coverage in terms of present jury 
awards to plaintiffs. 


Less Obvious Reasons for Coverage 


There are many less obvious reasons doctors should 
carry adequate amounts of professional liability in- 
surance. Insufficient insurance coverage often prevents 
a proper and equitable disposition of claims and suits, 
usually to the disadvantage of the insured physician 
and the profession. In one such case, a capricious and 
wholly unwarranted suit for $80,000 was filed against 
a doctor who had only $5,000 insurance. The insur- 
ance company’s attorney and claims manager were 
fully confident that the case could be successfully de- 
fended, but the doctor was necessarily put on notice 
that, because the amount sought was $75,000 more 
than his insurance, he should protect his interests by 
the employment of independent legal counsel. The 
doctor would have to pay any amount by which a 
possible judgment would exceed his $5,000 insurance. 
Warned by his attorney that anything can happen in 
the trial of a lawsuit, the doctor became fearful and 
insisted that an attempt be made to settle the case 
by an out-of-court payment to the plaintiff. The plain- 
tiffs attorney demanded $4,000. The insurance com- 
pany, still as certain as the defendant doctor that 
there had been no malpractice and that no liability 
could be established, renewed its offer to defend but 
rightly refused to make any contribution to such a 
settlement. The doctor finally paid the $4,000 demand 
out of his own funds rather than risk the loss of far 
more than that amount if the jury should return a 
verdict for the plaintiff. He was self-insured above 
$5,000. Had he been adequately insured, his additional 
premium would have been far less than the $4,000 he 
lost. More important, the case would have been de- 
fended and probably won, thus discouraging a plain- 
tiff's attorney in the handling of professional liability 
cases that are without merit. 

Insufficient coverage also forces cases into court 
that should be settled by out-of-court payment to the 
plaintiff. When, for example, a doctor’s negligence is 
clearly the cause of an injury sustained by the patient 
and there is sufficient insurance to pay a reasonable 
settlement demand, the interests of justice and of 
everyone concerned are best served by paying the 
demand. The risks, costs, and publicity of an un- 
necessary trial are avoided, but, when the doctor has 
insufficient insurance to pay a reasonable settlement 
demand, he must either pay the difference himself—if 
he is able and willing to do so—or go to court. In such 
cases the amount of the judgment returned by the 
jury can be far greater than the amount for which the 
claim could have been settled out of court. 
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His specialty or type of practice should not neces- 
sarily influence the amount of coverage a physician 
purchases. The incidence of claims or suits varies con- 
siderably among specialties; most insurance companies 
are now recognizing this fact by offering the same cov- 
erage at lower rates to practitioners of the so-called less 
hazardous specialties. But there is little difference 
between the various specialties and types of practice 
in their potential to produce, through negligence in 
the treatment of a given individual case, almost equal 
amount of medical expense, loss of earnings, injury, 
disability, pain and suffering and the other factors 
juries take into consideration to establish the amount 
of the judgment against the defendant doctor. In view 
of recent events, which include a $290,000 settlement 
of a case against an internist, presumably a low-hazard 
specialty practice, all doctors are well advised to carry 
the higher limits applicable to their own area or state. 
regardless of specialty or type of practice. The chances 
of being sued may be less for the so-called less hazard- 
ous specialties, but this fact should be reflected in 
the premium rate insofar as these physicians are con- 
cerned and not in a reduction in the amount of 
coverage. 

There is also growing evidence that the relative 
immunity of small-town and rural practitioners to big 
malpractice judgments and a high incidence of claims 
and suits is disappearing. A recent study of malprac- 
tice insurance loss ratios of physicians in metropolitan 
areas and small communities in one state revealed that 
the country or small-town doctor's losses are now 
almost as frequent and as great as his big city col- 
league. In some states, therefore, the smal] commu- 
nity physician should purchase as much coverage as 
physicians practicing in metropolitan areas. 

Summary 


It can be stated that, to be adequately covered, the 
individual physician should buy insurance in an 
amount equal to the judgments being awarded by 
juries to claimants in professional liability and other 
personal injury cases in his area or state. His locality, 
economic circumstances and family responsibilities 
properly have bearing on the amount of coverage, 
but, in any event, it should be sufficient to protect him 
from catastrophic claims which can spell financial ruin. 

450 30th St. (9) (Dr. Tucker). 


MEDICOLEGAL ABSTRACTS 


Malpractice: Skill and Care Required of Dentists.— 
This was an action for damages for injuries caused by 
the alleged negligence of the defendant dentist. The 
defendant's motion for a directed verdict was granted 
by the trial] court so the plaintiff appealed to the 
Supreme Court of South Carolina. 

The defendant placed a substance in the plaintiff's 
mouth for the purpose of relining her denture. The 
plaintiff alleged that the defendant negligently 
allowed the substance to remain in her mouth too 
long (about 15 minutes) and did not attend her dur- 
ing the treatment or heed her complaints, with the 
result that her mouth was severely burned. 
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When the plaintiff complained to the defendant the 
next day, he treated her mouth with an antiseptic. 
Later, on the defendant’s recommendation, the plain- 
tiff consulted a physician who treated her for burns 
of her gums, palate, and tongue. This physician testi- 
fied as to her symptoms and the drugs that he ad- 
ministered. The plaintiff's daughter testified that she 
had asked the defendant what the cause of the injury 
was and what was the nature of the substance used 
and that he had answered that he must have left the 
substance in the plaintiffs mouth too long. A dental 
expert, testifving on behalf of the defendant, said it 
was his practice to set a time clock for seven or eight 
minutes and to go back after that time to check. He 
said he would remove the substance if it was burning 
or if the mouth was getting sensitive. The defendant. 
on the other hand, contended that the plaintiffs in- 
juries were due to an allergy or unusual sensitivity to 
the relining substance. 

The Supreme Court said that a dentist is bound to 
use reasonable care in the performance of professional 
services and to act according to his best judgment in 
treating his patients. He is only bound to possess and 
exercise that degree of skill and learning that is or- 
dinarily possessed and exercised by members of his 
profession in good standing in the same general neigh- 
borhood or in similar localities. Failure to perform his 
duty in either of these respects is malpractice, and the 
burden of proot of negligence and proximate cause is 
on the plaintiff. 

The evidence developed a controversy between the 
defendant and the physician who treated the plain- 
tiff, the former and his witnesses contending that the 
physician's treatment aggravated the plaintiff's condi- 
tion. The court said that, if this should become an 
issue, it would be for the jury. The general rule is that 
if an injured person uses ordinary care in selecting 
a physician for treatment of his injury, the law re- 
gards the aggravation of the injury resulting from the 
physician's negligence as a part of the immediate and 
direct damages that naturally How from the original 
injury, 

The defendant further contended that the plaintiff 
could establish actionable negligence only by expert 
testimony in addition to that of her physician. The 
court said that there are exceptions to the usual rule 
that the plaintiff in a malpractice action must establish 
negligence by expert testimony. Malpractice may be 
proved by a chain of circumstances from which an 
ordinary layman may reasonably and naturally infer 
negligence. Here, said the Supreme Court, the issues 
were whether the defendant negligently left the sub- 
stance in the plaintiffs mouth for too long a time with- 
out attention and, if so, whether that caused her 
injuries. These issues are simple enough for the under- 
standing of a jury of laymen without the aid of 
evidence of dental experts. The issues should have 
been submitted to the jury. Accordingly the judgment 
in favor of the dentist was reversed and the cause 
remanded for a new trial. Bessinger v. DeLoach, 
94S. E. (2d) 3 (S. C., 1956). 
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MEDICAL NEWS 


CALIFORNIA 


Annual Medical Clinics.—The fourth annual series of 
medical clinics sponsored by the San_ Francisco 
Academy of General Practice will begin April 16 at 
8 p. m. and will continue each Tuesday evening until 
May 21. These clinics will be held at the Fort Miley 
Veterans Administration Hospital, 42nd Avenue and 
Clement Street, San Francisco. Newer methods and 
diagnosis and treatment will be emphasized. The 
chairman will be Dr. Alexander F. Fraser, and the 
moderator Dr. Forrest M. Willett of Stanford Uni- 
versity School of Medicine, San Francisco. The fee 
for academy members will be $15 and for nonmem- 
bers $20. Interns and residents are invited without 
charge. 


Personal.—Dr. Jefferson M. Crismon, executive head 
of the department of physiology, Stanford University 
School of Medicine, Stanford, has been named 1956- 
1957 chairman of the research committee of the Amer- 
ican Heart Association.——Dr. L. Henry Garland, San 
Francisco, clinical professor, Stanford University 
School of Medicine, has been elected president of the 
California Academy of Medicine. Dr. Garland is a 
past-president of the Radiological Society of North 
America, secretary of the Cancer Commission for the 
California Medical Association, and chairman of the 
Committee on Cancer Diagnosis and Therapy for the 
National Research Council. 


Statewide Polio Program.—Dr. Malcolm H. Merrill. 
state health director, has granted the vaccination of 
all Californians against poliomyelitis the top priority 
in the state health department. Shortly after Gover- 
nor Knight signed the bill earmarking 3 million dol- 
lars in state funds for the purchase of poliomyelitis 
vaccine and for the administration of public vaccina- 
tion programs, Dr. Merrill established a vaccination 
program unit under the direction of Dr. Arthur C. 
Hollister Jr., chief of the bureau of acute communi- 
cable diseases. The state funds will purchase sufficient 
vaccine to provide two inoculations for 2 million 
Californians, representing one-third of the persons 
under the age of 40; the free vaccine will not be de- 
nied, however, to any Californian over 40 years of 
age. 


Dr. Halverson Retires from University Post.—Dr. Wil- 
ton L. Halverson, for 11 years state director of public 
health and since 1954 professor of preventive medi- 
cine and public health at the University of California, 
Los Angeles, has retired from his university post for 
health reasons. Dr. Halverson held a dual appoint- 
ment at the college as chairman of the department of 
preventive medicine and public health of the school 
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of general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before the date of meeting. 


of medicine and as associate dean of the University 
of California’s School of Public Health. Dr. Lenor S. 
Goerke, professor of preventive medicine and public 
health at the University of California Medical School, 
Los Angeles, will succeed Dr. Halverson. Dr. Goerke 
joined the faculty after eight years with the Los An- 
geles City Health Department, where he served as 
director of district services. He previously served as 
health officer of Clatsop County, Ore., and of Yolo 
County. In June, 1956, he was appointed by Governor 
Knight to the State Board of Public Health for a four- 
vear term ending Jan. 15, 1960. 


COLORADO 


Pueblo Medical Society Spring Clinics.—The Pueblo 
County Medical Society Spring clinics will be held at 
the Top O' The Town, Pueblo, April 5-6. Among the 
speakers will be Dr. Manuel E. Lichtenstein, professor 
of surgery at Cook County Graduate School of Medi- 
cine, Chicago, and Cyril M. MacBryde, associate pro- 
fessor of clinical medicine, Washington University 
School of Medicine, St. Louis. There will be motion 
pictures, exhibits, and question and answer periods, 
also. Entertainment and music will be provided at the 
Saturday evening semiformal banquet. 


CONNECTICUT 


Grant for Alcohol Studies.—The Center of Alcohol 
Studies at Yale University, New Haven, has received 
a grant of $80,291 for a new research program aimed 
at devising a yardstick for measuring the results of 
treatment of alcoholic cases in outpatient clinics. The 
$80,291 grant, covering the initial two years of the 
project, has been awarded by the National Institute 
of Mental Health of the U.S. Public Health Service. 
The ultimate purpose of the project is to determine 
the effectiveness of the treatment of alcoholics af- 
forded in the various states which spend an estimated 
4 million dollars annually on these clinics. The Center 
of Alcohol Studies will be in charge of the research 
program, expected to extend over a period of five 
vears. Three members of the New York University 
faculty will collaborate in the research work. 


CONNECTICUT 


Symposium on Cardiovascular Disease.—The Stam- 
ford Heart Association will sponsor an all-day sym- 
posium on cardiovascular disease April 4 at the 
Connecticut Power Company Auditorium, 429 Atlan- 
tic St., Stamford. (Registration fee, $2.00; interns, resi- 
dents, medical students gratis.) All physicians are 
welcome. Dr. William H. Resnik, associate clinical 
professor, Yale University School of Medicine, New 
Haven, will preside over the following program: 

Nathaniel T. Kwit, Cornell University Medical College, New 

York City, Treatment of Cardiac Arrhythmias. 
Robert L. Levy, Columbia University College of Physicians and 


Surgeons, New York City, Some Current Views on Manage- 
ment of Cardiac Infarction. 
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Charles K. Friedberg, Columbia University College of Physicians 
and Surgeons, New York City, Treatment of Refractory Heart 
Failure. 

Helen B. Taussig, Johns Hopkins Hospital, Baltimore, Diagnosis 
of Common Cyanotic Malformations Amenable to Surgery. 
W. Proctor Harvey, Georgetown University Medical Center, 
Washington, D. C., Clinical Aspects of Severe Aortic Insuf- 

ficiency and Case Selection for Surgery. 

Charles A. Hufnagel, Georgetown University School of Medicine, 
Washington, D. C., Experiences with Surgical Treatment of 
Aortic Insufficiency. 


DISTRICT OF COLUMBIA 

Appoint Associate Dean.—Dr. Charles D. Shields has 
been appointed associate dean of Georgetown Uni- 
versity School of Medicine, Washington, D. C., where 
he has been chairman, department of physical medi- 
cine and rehabilitation since August, 1954. He will 
retain that post in addition to the deanship. Before 
joining the Georgetown faculty, Dr. Shields was com- 
missioner of health in Buffalo and an officer in the 
New York State department of health. His World 
War II service took him to the North African theater 
and to Italy, where he was Chief of Hospitals and 
Medical Care Section of the Allied Control Commis- 
sion. He was later named chief public health officer 
for Bavaria. 


FLORIDA 


New Home of Dade County Association.—The Dade 
County Medical Association has moved to its own 
newly completed building at 2 S. E. 13th St., Miami, 
Fla. The modern, tropical structure, built at a cost of 
$174,000 will house the association’s executive offices, 
the American Cancer Society, the Heart Association 
of Greater Miami, the Medical Service Bureau and the 
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East Coast Dental Society. The two-story building in- 
cludes a large patio, which, in addition to its beauty, 
is designed for future expansion of the facilities of the 
association. Provision has been made for the addition 
of a third floor at a minimum of cost. All internal walls 
are constructed of movable partitions to allow for com- 
plete flexibility. 


GEORGIA 


Appoint Chairman of Department of Medicine.— 
Emory University School of Medicine, Atlanta, 
announces that Dr. John Willis Hurst, assistant pro- 
fessor of medicine, has been named professor of medi- 
cine and chairman of the department, succeeding Dr. 
Eugene B. Ferris, who has resigned to become med- 
ical director of the American Heart Association. Dr. 
Ferris formerly was at the University of Cincinnati 
and president of the American Society for Clinical 
Investigation. Dr. Hurst, who came to the Emory 
faculty in 1949, is the author of papers and books on 
cardiovascular disease. He was named one of At- 
lanta’s “LOO Leaders of Tomorrow” in 1953 by Time 
Magazine and the Atlanta Chamber of Commerce. 
The new department chairman was discharged from 
the army as a captain in 1947 and recalled to service 
in 1954. He served as chief of cardiology at the U.S. 
Naval Hospital, Bethesda, Md., and was discharged 
in 1955 with the rank of commander. 


ILLINOIS 

Chicago 

Fellowship in Pathological Sciences.—The department 
of pathology, University of Hlinois College of Medi- 
cine, offers the David j. Davis Fellowship in Patho- 
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logical Sciences, providing a stipend of $3,600 for 12 
months, to candidates with the M.D. degree. The 
recipient will be expected to do research in some 
branch of pathology, the results of which may be 
applied toward a master of science degree in pathol- 
ogy. Opportunities for participation in routine sur- 
gical, autopsy, and clinical laboratory procedures and 
conferences are available. Application forms may be 
obtained from the Graduate College, Chicago Pro- 
fessional Colleges, University of Illinois, 808 Wood 
St., Chicago 12. 


KANSAS 


Appoint Director of Research.—Dr. Bruno Minz. di- 
rector of research and professor in the department 
of general physiology at the University of Paris (Sor- 
bonne), has been appointed to the staff of Osawatomie 
State Hospital as the director of research and educa- 
tion. Dr. Minz, who has been engaged in teaching 
and research since 1932 in neuropathology and neuro- 
physiology, mostly at the University of Berlin and the 
Sorbonne, conducted research on neurohumoral trans- 
mission at the University of Illinois from November, 
1951, to May, 1952. Among his recent contributions 
is a book, “The Role of Humoral Agents in Nervous 
Activity,” published in this country last vear. In addi- 
tion to his duties at Osawatomie State Hospital. Dr. 
Minz will serve as visiting research professor and 
lecturer at the University of Kansas School of Medi- 
cine, Lawrence-Kansas City. 


MICHIGAN 


Nutrition Conference.—The third annual Nutrition 
Conference. sponsored by Wayne State University 
College of Medicine, Detroit, will be held April 4-5. 
Speakers on the general subject “Fats—Helpful or 
Harmful” will include John B. Brown. Ph.D., Ohio 
State University College of Medicine. Columbus, 
Fredrick J. Stare, Harvard Medical School, Boston: 
Grace A. Goldsmith, Tulane University School of 
Medicine, New Orleans; and Ancel B. Keys. Ph.D.. 
University of Minnesota, Minneapolis. For intorma- 
tion write the Department of Physiological Chem- 
istry, Wayne State University College of Medicine. 
Detroit 7. 


MINNESOTA 


Personal.—Dr. Martin A. Adson, Rochester. son of 
the late Dr. Alfred W. Adson. founder of the section 
of neurosurgery at the Mayo Clinic, Rochester. has 
been named as the first recipient of the Howard k. 
Gray Memorial Fund travelling scholarship.——Dr. 
James Taggart Priestley, Rochester, protessor of sur- 
gery in the Mayo Foundation Graduate School, Uni- 
versity of Minnesota, has been elected chairman of 
the board of governors of the Mavo Clinic. Dr. 
Priestley, who has been a member of the board since 
1947, succeeds Dr. Samuel F. Haines, Rochester, chair- 
man of the board since 1953, who will retire from the 
Mayo Clinic in 1957. Dr. Hugh R. Butt, Rochester, a 
specialist in internal medicine, was elected vice-chair- 
man of the board. Dr. Priestley is currently president 
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of the Society of Clinical Surgeons and a member of 
the board of regents of the American College of Sur- 
geons. 


Symposium on Alcoholism.—The University of Minne- 
sota and the Minnesota State Department of Health 
announce a symposium on alcoholism for physicians 
to be held at the Center for Continuation Study, 
University of Minnesota, Minneapolis, May 23-24. 
The theme will be “The Treatment of Alcoholism.” 
Among the speakers will be Dr. Lorant  Forizs, 
Avon Park, Fla... medical director, Florida Alco- 
holic Rehabilitation Program; Dr. R. Gordon Bell, 
director, Bell Clinic, Willowdale, Ontario, Canada, 
who will discuss the nature of alcoholism and the use 
of drugs in the follow-up treatment; Dr. Vernelle Fox, 
medical director, Georgian Clinic, Atlanta, Ga.; Drs. 
Nelson J. Bradley and Lloyd A. Smith, of Willmar 
State Hospital, Minnesota. and Dr. Kenneth W. 
Douglas, superintendent, Sandstone State Hospital of 
Minnesota, Sandstone. All physicians are invited. The 
registration fee is $5. Applications may be secured 
from the Center for Continuation Study, University 
of Minnesota, Minneapolis 14, Minn. 


MISSOURI 

Society News.—The new officers of the St. Louis Pedi- 
atrics Society are Dr. James P. King, president; Dr. J. 
Neal Middelkamp. vice-president; and Dr. Barbara 
Jones, secretary. 


Dr. Hawley to Give Schwitalla Lecture.—Dr. Paul R. 
Hawley, Major General, U. S. Army, retired, and di- 
rector of the American College of Surgeons, Chicago, 
will deliver the eighth annual Alphonse M. Schwitalla 
lecture April 2, honoring the dean emeritus of the St. 
Louis University School of Medicine. The lecture, 
“The Responsibility of the Hospital to the Com- 
munity.” will be given in Miller auditorium, Firmin 
Desloge Hospital, 1325 S. Grand Blvd., St. Louis. 


NEBRASKA 

University News.—Chauncey D. Leake, Ph.D., as- 
sistant dean and professor of pharmacology, Ohio State 
University College of Medicine, Columbus, will speak 
at the annual Poynter dinner at the Hotel Sheraton- 
Fontenelle, April 4. The spring postgraduate assem- 
bly will be held April 3-5. 


NEW YORK 

Regents Scholarships for Medicine and Dentistry.—The 
State of New York, which annually awards 100 scholar- 
ships to preprotessional students for professional study 
in medicine and dentistry, announces that the examina- 
tion for the next series of awards in this program will 
be held in June, The 100 scholarships are distributed on 
the basis of 36 medical and 14 dental scholarships to 
candidates residing in the counties of New York City, 
and an equal number to candidates residing in the 
other counties of the state. Each scholarship carries a 
stipend of $750 a year for four years while the holder 
is attending an approved medical or dental school in 
New York State. Information concerning this scholar- 
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ship program may be obtained from any of the pre- 
professional colleges or by writing to the Bureau of 
Examinations and Testing, State Education Depart- 
ment, Albany. 


Annual Clinical Day in Buffalo.—The 20th annual 
spring clinical day, sponsored by the University of 
Buffalo Medical School Alumni Association, Buffalo, 
will be held at the Hotel Statler, April 6. The morning 
session with Dr. John H. McCabe, chairman, will 
present the following: “Diagnosis and Management 
of Diarrheal Diseases of Children.” Dr. Warren E. 
Wheeler, professor of pediatrics and bacteriology, 
Ohio State University, College of Medicine, Colum- 
bus; “Allergy to Medicinal Substances,” Dr. Samuel M. 
Feinberg, chief of allergy clinica, Northwestern Uni- 
versity Medical School, Chicago; “Fractures of the 
Forearm in Children,” Walter P, Blount, director, de- 
partment of orthopedic surgery, Marquette University 
School of Medicine, Milwaukee, Wis. The afternoon 
session with Dr. James R. Borzilleri, Buffalo, chair- 
man, will present the following: “The Problem of 
Moles and Melanomas,” Dr. George T. Pack, associate 
professor of clinical surgery, Cornell University Medi- 
cal College, New York City; “Office Gynecology.” Dr. 
joe Vincent Meigs, clinical professor of gynecology, 
Harvard Medical School, Boston; “The Role of In- 
sulinase and Insulinase-Inhibitors in Diabetes Melli- 
tus.” Dr. J. Arthur Mirsky, chairman, department of 
clinical science, University of Pittsburgh School of 
Medicine, Pittsburgh. 


New York City 


Personal.—Dr. Johannes Bartels, formerly assistant pro- 
fessor of anesthesiology, Columbia University College 
of Physicians and Surgeons, has been appointed as- 
sociate professor of anesthesiology at New York Uni- 
versity Post-Graduate Medical School of New York 
University-Bellevue Medical Center. Dr. Bartels is 
also senior anesthesiologist at the Bellevue Hospi- 
tal Center and attending anesthesiologist at the \ian- 
hattan Veterans Administration Hospital. 


British Prize to Dr. Rhoads.—Dr. C. P. Rhoads, di- 
rector, Sloan-Kettering Institute for Cancer Research, 
has been awarded the Walker Prize by the Royal Col- 
lege of Surgeons of England. The prize is given once 
every five vears. The college announced that the 
award was made to Dr. Rhoads because he has, in the 
last 10 years as the scientific director, built the Sloan- 
Kettering Institute and the Memorial Hospital to be 
the largest and most efficient cancer research organiza- 
tion in the world. 


Memorial Fellowship.—Dr. John H. Ayvazian, is the 
first physician to be awarded the I. W. Held Memorial 
Fellowship in the department of medicine at New 
York University College of Medicine. The fund was 
established by Dr. A. Allen Goldbloom, New York 
City, as a memorial to his late father-in-law, Dr. 
Isidore William Held, who was clinical professor 
of medicine, at the College from 1935 to 1941 and con- 
currently is attending physician at Beth Israel Hos- 
pital, where the new pathological laboratory has been 
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named in his honor. Dr, Ayvazian is engaged in the in- 
vestigation of the physiologic and clinical aspects of 
the enzyme desoxyribonuclease. 


OHIO 


Rabies in Animals.—According to the U.S. Public 
Health Service, the Ohio Department of Health re- 
ported 300 cases of rabies in animals for 1956. These 
figures represent a combination, not total, of the lab- 
oratory-confirmed and clinical cases. By species of 
animal, the cases were distributed as follows: 214 in 
dogs, 28 in skunks, 23 in foxes, 20 in cows, 11 in cats, 
and 2 each in horses and bats. Of the 300 cases for the 
vear, 166 (156 dogs) were in 6 contiguous southern 
counties, 


OREGON 


Appoint Professor of Neurosurgery.—Dr. George M. 
Austin, assistant professor of neurosurgery, University 
of Pennsylvania School of Medicine, Philadelphia, and 
chief of neurosurgery in the Lankenau Hospital and 
Philadelphia General Hospital, has been named pro- 
fessor and head of the division of neurosurgery at the 
University of Oregon Medical School, Portland. In 
becoming the first full-time head of the division on 
July 1. he will succeed Dr. John E. Raat, Portland, 
who has been advanced to clinical professor of sur- 
gery and senior consultant in neurosurgery. 


RHODE ISLAND 

Hospital News.—Dr. Philip A. Tumulty, associate pro- 
fessor of medicine, Johns Hopkins University Schoo] of 
Medicine, Baltimore, served as physician-in-chief pro 
tempore at the Rhode Island Hospital, Providence, Feb. 
14-16. On April 4-6, Dr. Jonathan E, Rhoads, professor 
of surgery and surgical research, University of Pennsyl- 
vania School of Medicine, Philadelphia, will serve as 
surgeon-in-chief pro tempore at the hospital. 


GENERAL 


Railway Surgeons Meet.—The 69th annual meeting of 
Railway Surgeons will be held at the Drake Hotel, 
Chicago, April 9-11. Included in the scientific pro- 
gram are two panel discussions “Return to Work Fol- 
lowing Disabilities’ and “Duodenal Ulcer.” An annual 
dinner and entertainment will be provided with Dr. 
Harold A. Spillman, Ottumwa, lowa, president of the 
association, serving as toastmaster. 


Lahey Clinic Postgraduate Assembly.—On April 6, a 
Lahey Clinic Postgraduate Assembly will feature a 
series of lectures and panel discussions dealing with 
advances relating to cancer, gastroenterology, thyroid, 
vascular and chest diseases, as well as new develop- 
ments in diagnostic and therapeutic procedures in 
other fields. Registration fee is $5. Information may be 
obtained from the Lahey Clinic, 605 Commonwealth 
Ave., Boston 15. 


Psychiatry Fellowships.—The American Psychiatric As- 
sociation announces the award of 14 Smith, Kline and 
French Foundation fellowships in psychiatry. The next 
review of applications will be held in May. The appli- 
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cations must be received by April 15 by the Fellow- 
ship Committee, P.O. Box 7929, Philadelphia, Pa. The 
fellowships range from hospital grants to smaller 
grants enabling medical students to participate in 
scientific programs. 


Pathologists and Bacteriologists Meet.—The annual 
meeting of the American Association of Pathologists 
and Bacteriologists will be held in Washington, D. C., 
April 11-13, at the Hotel Statler. The Friday sessions 
will be devoted to a symposium on diseases caused by 
environmental factors (dust, gases, and other physical 
and chemical agents). Information may be obtained 
from Dr. Edward A. Gall, Secretary, Cincinnati Gen- 
eral Hospital, Cincinnati 29. 


Joint Meeting of Pathologists.—The joint meeting of 
Kansas and Missouri societies of pathologists and south- 
central region of the College of American Pathologists 
will be held at the Hotel Broadview, Wichita, Kan., 
March 30. A seminar on soft tissue and other tumors, 
conducted by Dr. Richard Shuman, Washington, D. C., 
will be moderated by Capt. W. M. Silliphant, M. C., 
U. S. Navy and director, Armed Forces Institute of 
Pathology. Following the banquet, Captain Silliphant 
will speak on aviation pathology. 


Tufts Alumni Dinner.—The annual dinner of the Tufts 
Medical Alumni Association will be held at the Somer- 
set Hotel, Boston, Wednesday, April 3. Guest speaker 
will be Leroy E. Burney, the surgeon general of the 
U. S. Public Health Service. The president of Tufts 
University, Nils Y. Wessell, Ph.D., and Dr. Joseph M. 
Hayman Jr., dean of Tufts College Medical School, 
Boston, will speak. The 50-year class of the medical 
school will be guests of the alumni association. Dr. 
William C. Moloney, Boston, will speak for the 25-vear 
class. 


Obstetricians and Gynecologists Meet.—The fifth an- 
‘nual meeting of the District VII of the American Col- 
lege of Obstetricians and Gynecologists will be held in 
the new Statler-Hilton Hotel, Dallas, Texas, April 12- 
13. The program will consist of papers, unusual case 
reports, diagnostic and treatment clinics, and a round- 
table discussion. The banquet, with entertainment to 
follow wit be held on Friday evening, April 12. For 
information write Dr. William P. Devereux, chairman 
of local arrangements committee, 4227 Herschel Ave., 
Dallas, Texas. 


Doctors’ Day.—March 30 is again a Red Carnation day, 
as it has been since the first official observance of 
Doctors’ Day in 1934. Doctors’ Day has now become a 
national custom, and it began in Georgia in Barrow 
County in 1933. Mrs. C. B. Almand of Winder, the 
wife of a physician, was the originator of the idea. 
Official observance of the day was accepted by the 
Medical Association of Georgia in 1934 and later by 
the American Medical Association. The date of March 
30th was chosen because it was on this date in 1842 
that Dr. Crawford W. Long performed the first opera- 
tion under ether at Jefferson, Ga. 
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Mental Health Campaign.—The National Association 
for Mental Health, Inc., announces a mental health 
campaign, for April and May. The ninth annual obser- 
vation of mental health week has been designated for 
April 28-May 4. The association has available guides 
for organizations which are conducting mental health 
week observances independently, posters, transit 
cards, leaflets, lists and descriptions of mental health 
plays, films, slides, sample editorials, radio spots, and 
speakers’ kits. This material is available at nominal 
costs and may be ordered from Mental Health Week, 
National Association for Mental Health, 10 Columbus 
Circle, New York 19, N. Y. 


Neurology Meeting in Seattle.—The annual convention 
of the North Pacific Society of Neurology and Psychia- 
try and the North Pacific district branch of the Ameri- 
can Psychiatric Association will be held in the Ben- 
jamin Franklin Hotel, Seattle, April 10-12. Guest 
speakers will be Drs. Carl F. List, Grand Rapids, 
Mich., and Mathew Ross, Beverly Hills, Calif. Gen- 
eral practitioners are invited to attend the first day 
of the convention which will be made up of refresher 
courses in neuroanatomy, neurophysiology, neuro- 
pathology, neuroradiology, and discussions of practi- 
cal management of common neuropsychiatric prob- 
lems. Postgraduate credits (6 hours) are authorized by 
the American Academy of General Practice. 


Conference on Anesthesiology at Sun Valley.—The Bi- 
ennial Western Conference on Anesthesiology will be 
held at Sun Valley, Idaho, April 8-10. The scientific 
program which has three themes, “The Anatomy of 
Circulation and Its Application to Anesthesia,” “The 
Anatomy of the Nervous System and Its Application to 
Anesthesia,” and “The Anatomy of the Respiratory 
System and Its Application to Anesthesia,” includes 
question and answer periods moderated by Dr. Wil- 
liam W. Mushim, professor of anesthetics, Welsh 
National School of Medicine, University of Wales, 
Cardiff, South Wales, and Dr. Geoffrey Organe, con- 
sultant anesthetist, Westminster Hospital, London, 
England. 


Symposium on Abdominal Pain.—A one-day University 
of California Extension medical symposium on ab- 
dominal pain has been set for April 3 in the third floor 
auditorium of the University of California Medical 
Center, Los Angeles. Application for enrollment 
should be addressed to University Extension Medical 
Center, University of California, Los Angeles 24, 
Calif. Dr. Sherman M. Mellinkoff, is course chairman. 
The symposium will cover comprehensively the differ- 
ential diagnosis of abdominal pain. Causes will be 
classified in four groups: systemic causes; nonsurgical 
diseases of the abdomen and neighboring structures; 
surgical diseases of the peritoneal cavity; and surgical 
diseases of the retroperitoneal structures, Fee for the 
course is $17.50. 


Surgeons Sectional Meeting.—The American College 
of Surgeons will hold a sectional meeting April 8-10 at 
the Hotels Lowry and St. Paul, St. Paul, Minn., under 
the chairmanship of Dr. Charles E. Rea, clinical pro- 
fessor of surgery, University of Minnesota Medical 
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School, Minneapolis. Panel discussions have been 
scheduled on peripheral-vascular surgery con- 
servation of ovarian tissue, and symposiums on where 
to begin and what to do for the patient with multiple 
injuries, care of the patient with gastrostomy, ileos- 
tomy or colostomy, and what's new in surgery are 
scheduled. A special program for ophthalmologists 
April 9 will include a symposium on industrial oph- 
thalmology. The program features motion pictures and 
a dinner. Information may be obtained from Dr. 
Charles E. Rea, Chairman, Advisory Committee on 
Arrangements, 25 West 4th St., St. Paul, Minn. 


Southwestern Surgical Congress.—The ninth annual 
meeting of the Southwestern Surgical Congress will be 
held April 15-17 at the Hotel Broadview, Wichita, 
Kan. A_ scientific program of 29 widely diversified 
papers will be presented, and there will be three panel 
discussions with the following subjects and modera- 
tors: “Present Status of Surgical Treatment of Portal 
Hypertension,” Dr. K. Alvin Merendino, professor of 
surgery, University of Washington School of Medi- 
cine, Seattle; “The Emergency Surgical Management 
of Complications of Peptic Ulcers,” Dr. Marcus M. 
Ravitch, associate professor of surgery, Johns Hopkins 
University, Baltimore, Md.; “Intestinal Obstruction,” 
Dr. Clarence Dennis, chairman, department of sur- 
gery, State University Medical Center, New York 
City. There will be numerous entertainment features. 
For further information write to Dr. Maurice M. 
Tinterow, 2316 E. Central, Wichita, Kan. 


Nuclear Instrumentation Conference.—A national nu- 
clear instrumentation conference and the third south- 
eastern industrial instrumentation exhibit will be held 
at the Atlanta Biltmore Hotel, Atlanta, Ga., April 10-12. 
A session of interest to physicians will be on health 
physics radiation instrumentation Thursday morning. 
Among others, Phillip Miller and James J. Byrnes, of 
the Walter Kidde Nuclear Laboratories, Garden City, 
N. Y., will discuss a self-powered radiant energy pulse 
recorder without moving parts; Richard M. Collier, 
University of Florida, will discuss safety instrumenta- 
tion and problems encountered in the University ot 
Florida nuclear program. On Friday morning Arthur E. 
Williamson of the Georgia Institute of Technology and 
R. H. Rohrer, Emory University, Atlanta, will discuss 
nuclear instrumentation in the Emory University medi- 
cal program; Craig Harris, of the Oak Ridge National 
Laboratories, medical scintillation spectrometer; R. L. 
Schuch, of the Los Alamos Scientific Laboratory, 
measurement of low-level gamma activity in the human 
body; and James B. Lackey, Ph.D., University of 
Florida, Gainesville, Fla., microscopy in radioactive 
waste treatment by dilution. The fee for the conference. 
technical sessions, and proceedings for members will 
be $5 and for the combination clinic and conference 
with proceedings, $6.50. The address of the Instrument 
Society of America is 313 Sixth Ave., Pittsburgh 22. 


American College of Physicians Meets in Boston.—The 
38th annual session of the American College of Physi- 
cians will be held April 8-12 in Boston. The program 
includes clinical pathological conferences, exhibits, 
panel discussions and the following symposiums: 


Arthritis; Alcoholism: A Complex Medical Problem; 

Diseases of the Large Arteries; Diseases of Intestinal 

Absorption; The Pathogenesis of Coronary Heart 

Disease; Treatment of Tuberculosis; Gastroduodenal 

Ulcer; and Rehabilitation. Among the speakers and 

topics to be presented are the following: 

The Lilly Lecture: Critical Review of Some Antidiabetic Com- 
pounds, by Hans-Heinrich Berg, professor of internal medi- 
cine, University of Hamburg, Germany. 

The James D. Bruce Memorial Lecture on Preventive Medicine: 
Some Basic, Unsolved Problems in the Prevention of Rheu- 
matic Fever, by Alvin F. Coburn, New York City. 

Post-diphtheritic Myocarditis, Edward G. Sayers, Auckland, New 
Zealand. 

Observations on Carotenaemia, The Right Honorable The Lord 
Cohen of Birkenhead, Liverpool, England. 

Farmers’ Daughters and Cancer Research, Harry S. N. Greene, 
New Haven, Conn. 

Research for the Patient with Cancer, Sidney Farber, Boston, 
Mass. 

Non-Articular Rheumatism, James Wallace Graham, Toronto, 
Ont. 

The Biochemist’s Contribution to the Understanding of Diseases 
of Connective Tissue. 

Intestinal Biopsies in Sprue, Charles E. Butterworth Jr., San 
Juan, P.R. 

Lessons from Serum Cholesterol Studies in Japan, Hawaii and 
Los Angeles, Ancel B. Keys, Ph.D., Minneapolis, Minn. 

Acute Peptic Ulceration Following Cardiac Surgery, Donald 
Berkowitz, Philadelphia, Pa. 

The annual banquet will be held April 11, 8 p.m. 
There will be a post-convention tour of the Caribbean 
and a special ladies’ program. The Statler and Shera- 
ton Plaza Hotels will be official hotel headquarters. 
Additional information may be obtained from = Mr. 
Edward R. Loveland, General \lanager, 4200 Pine 
Street. Philadelphia 4. 


LATIN AMERICA 


Bone and Joint Surgeons Meeting.—The ninth annual 
meeting of the Association of Bone and Joint Sur- 
geons will be held in Havana, Cuba, April 4-6, at the 
Commodore Hotel. Dr. George Duncan is president 
of the association, and Dr. Luis Iglesias is the local 
program chairman. 


Society News.—The Colombian Society of Plastic and 
Reconstructive Surgery (Sociedad Colombianade Ciru- 
via Plastica y Reparadora) was recently organized in 
Bogota, Colombia, in South America, with Dr. Guil- 
lermo Nieto Cano as president; Dr. Leon Hernandez 
as vice-president; Dr. Felipe Coiffman as secretary; 
and Dr. José I. Mantilla as treasurer. The address of 
the society is Carrera 13 #48-26, Bogota, Colombia, 


+ . 


FOREIGN 


Israel Heart Society Congress.—The third congress of 
Israel Congress Society will take place in Jerusalem 
April 10-12. The main topic will be a symposium on 
rheumatic carditis and a panel discussion on evalua- 
tion of commissurotomy in mitral-valve disease. The 
agenda will also include the presentation of original 
papers on cardiovascular research in Israel. The so- 
ciety extends a welcome to cardiologists. Information 
may be obtained from Dr. Karl Barun, Hadassah Uni- 
versity Hospital, Jerusalem, P.O.B. 499. 
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EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 

ALABAMA: Examination. Montgomery, June 18-20. Sec., Dr. 
D. G. Gill, State Office Bldg., Montgomery 4. 

ARIZONA:*® Examination. Phoenix, April 17-20. Reciprocity. 
Phoenix, April 20. Exec. Sec., Mr. Robert Carpenter, 826 Se- 
curity Building, Phoenix. 

ARKANSAS:*® Examination, Little Rock, June 13-14. Sec., Dr. Joe 
Verser, Harrisburg. 

CaLirorNiA: Written Examination. San Francisco, June 17-20: 
Los Angeles, Aug. 19-22; Sacramento, Oct. 21-24. Oral Ex- 
amination. San Francisco, June 15; Los Angeles, August 17: 
San Francisco, Nov. 16. Oral and Clinical for Foreign Gradu- 
ates. San Francisco, June 16; Los Angeles, Aug. 18; San 
Francisco, Nov. 17. Sec., Dr. Louis EF. Jones, 1020 St.. 
Sacramento 14. 

Covorapno:® Reciprocity. Denver, April 9. Final date for filing 
application was March 11, Exemination. Denver, June 11-12. 
Final date for filing application is May 13. Exec. Sec., Miss 
Beulah H. Hudgens, 715 Republic Bldg., Denver 2. 

De.caware: Examination. Dover, July 9-11. Endorsement. Dover, 
July 18. Sec., Dr. Joseph S. McDaniel, 225 S. State St., Dover. 

District or CotumBiaA:* Examination. Washington, May 13-14. 
Deputy Director, Mr. Paul Foley, 1740 Massachusetts Ave., 
N. W., Washington. 

FLornwa:* Examination. Miami, June 23-25. Sec., Dr. Homer L. 
Pearson, 901 N. W. 17th St., Miami. 

Georcia: Examination and Reciprocity. Augusta and Atlanta, 
June. Sec., Mr. Cecil L. Clifton, 111 State Capitol, Atlanta 3. 

Ipano: Examination and Reciprocity. Boise, July 8-10. Exec. Sec., 
Mr. Armand L. Bird, 364 Sonna Bldg., Boise. 

ILuinois: Examination and Reciprocity. Chicago, Apr. 1-4. Supt. 
of Regis., Mr. Fredric B. Selcke, Capitol Bldg., Springfield. 
INDIANA: Examination. Indianapolis, June 19-21. Exec. Sec., 

Miss Ruth V. Kirk, 538 K. of P. Bldg., Indianapolis. 

Kansas: Examination and Endorsement. Kansas City, June 5-6. 
Sec., Dr. Lyle F. Schmaus, 864 New Brotherhood Bldg., 
Kansas City. 

Kentucky: Examination. Louisville, June 10-12. Sec., Dr. Rus- 
sell E. Teague, 620 S. 6th St., Louisville. 

Louistana: Examination and Reciprocity. New Orleans, June 
6-8. Sec., Dr. Edwin H. Lawson, 930 Hibernia Bank Bldg., 
New Orleans 12. 

\IARYLAND: Examination. Baltimore, June 18-21. Sec., Dr. Lewis 
P. Gundry, 1215 Cathedral St., Baltimore 1. 

\lassacuusetts: Examination and Endorsement, Boston, July 
9-12. Sec., Dr. Robert C. Cochrane, 37 State House, Boston 33. 

\licHIGAN:® Examination. Ann Arbor and Detroit, June. Sec., 
Dr. E. C. Swanson, 118 Stevens T. Mason Bldg., West Michi- 
gan Ave., Lansing 8. 

\finnesora:*® Examination. St. Paul, April 16-18. Sec., Dr, F. H. 
Magney, 230 Lowry Medical Arts Bldg., St. Paul 2. 

\lississipp1: Examination. Jackson, June 24-25, Reciprocity. 
Jackson, June 26, Asst. Sec., Dr. R. N. Whitfield, Old Capitol, 
Jackson. 

\IONTANA: Examination and Reciprocity. Helena, Apr. 2-3. Sec., 
Dr. S. A. Cooney, 214 Power Block, Helena. 

Nesraska:*® Examination. Omaha, June 17-19, Director, Mr. 
Husted K. Watson, Room 1009, State Capitol Bldg., Lincoln 9. 

Nevapa:* Examination and Reciprocity. Reno, April 2. Sec., Dr. 
G. H. Ross, 112 North Curry St., Carson City. 

New Jersey: Examination. Trenton, June 18-21. Sec., Dr. Patrick 
H. Corrigan, 28 West State St., Trenton. 

New Mexico:*® Examination and Reciprocity. Santa Fe, May 20- 
21. Sec., Dr. R. C. Derbyshire, 227 E. Palace Ave., Santa Fe. 

New York: Examination. Albany, Buffalo, New York and Syra- 
cuse, Feb. 5-8. Sec., Dr. Stiles D. Ezell, 23 S. Pearl St., Albany. 

Nortu Carouina: Endorsement. Asheville, May 5, and Raleigh, 
June 18, Written Examination. Raleigh, June 17-20. Sec., Dr. 
Joseph J. Combs, Professional Bldg., Raleigh. 

Nortu Dakora: Examination, Grand Forks, July 10-13. Reci- 
procity. Grand Forks, July 13. Sec., Dr. C. J. Glaspel, Grafton. 
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Outo: Endorsement. Columbus, April 1. Examination. Colum- 
bus, June 13-15. Sec., Dr. H. M. Platter, 21 W. Broad St., 
Columbus. 

OKLAHOMA:® Examination. Oklahoma City, June 11-12. Sec., 
Dr. E. F. Lester, 813 Braniff Building, Oklahoma City. 

Orecon:* Examination. Portland, April 19-20. Office of the 
Board, 609 Failing Bldg., Portland. 

PENNSYLVANIA: Examination. Philadelphia and Pittsburgh, July 
10-12. Acting Sec., Mrs. Marguerite G. Steiner, Box 911, Har- 
risburg. 

Ruope Istanp:® Examination. Providence, April 4-5, Adminis- 
trator, Mr. Thomas B. Casey, 306 State Office Bldg., Provi- 
dence. 

Sourn Caroiina: Endorsement. Myrtle Beach, April 30, Ex- 
amination, Columbia, June 25-26. Sec., Mr. N. B. Heyward, 
1329 Blanding St., Columbia. 

Sourn Dakora:* Examination and Reciprocity. Place not yet 
determined, July 16-17. Sec., Dr. C. B. MeVay, Yankton Clinic, 
Yankton. 

Texas:® Examination and Reciprocity. Fort Worth, June 24-26. 
Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth 2. 

Uran: Examination. Salt Lake City, July 11-13. Director, Mr. 
Frank E, Lees, 324 State Capitol Bldg., Salt Lake City 1. 

Vincinta: Reciprocity. Richmond, June 12, Examination. Rich- 
mond, June 13-15, Office of the Board, 631 First St., S. W., 
Roanoke. 

Wastincron:*® Examination. Seattle, July 15-17, Sec., Depart- 
ment of Licenses, Mr. Edward C. Dohm, Olympia. 

West Virginia: Examination. Charleston, April 22. Sec., Dr. 
Newman H. Dyer, State Office Bldg. No. 3, Charleston 5. 

Wisconsin: Reciprocity. Madison, April 26, Examination. 
Milwaukee, July 9-11. Sec., Dr. Thomas W. Tormay, Jr., 1140 
State Office Bldg., Madison 2. 

Wyoaunc: Examination and Reciprocity. Cheyenne, June 3. Sec., 
Dr. F. D. Yoder, State Office Bldg., Cheyenne. 

Auaska:® On application in Anchorage and Juneau, Sec., Dr. 
W. M. Whitehead, 172 South Franklin St., Juneau. 

Guam: Subject to Call. Act. Sec., Dr. S. F. Provencher, Agana. 

Hawan: Examination. Honolulu, July 8-9. Sec., Dr. 1. L. Tilden, 
1020 Kapiolani St., Honolulu. 

Vincin Istanps: Endorsement, St. Thomas, June 12. Sece., Dr. 
Earle M. Rice, St. Thomas. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Arkansas: Examination. Little Rock, May 6-7. Sec., Mrs. S, C. 
Dellinger, Zoology Department, University of Arkansas, Little 
Rock. 

Districr or CoLtumBiaA: Examination. Washington, April 22-23. 
Deputy Director, Mr. Paul Foley, 1740 Massachusetts Ave. 
N. W., Washington 6. 

Fioripa: Examination. Miami, June 8. Sec., Mr. M. W. Emmel, 
Box 340, University of Florida, Gainesville. 

lowa: Examination. Des Moines, April 9. Sec., Dr. Ben H. Peter- 
son, Coe College, Cedar Rapids. 

Micuican: Examination, Detroit and Ann Arbor, May 10-11. 
Sec., Mrs. Anne Baker, 116 Stevens T. Mason Bldg., W. Michi- 
van Ave,, Lansing 15. 

Nepsraska: Examination. Omaha, May 7-8. Director, Mr. Husted 
kK. Watson, Room 1009, State Capitol Bldg., Lincoln 9, 

Nevapa: Examination. Reno, April 2. Sec., Dr. Donald G. 
Cooney, Box 9005, University Station, Reno. 

New Mexico: Reciprocity. Santa Fe, April 7. Examination, Santa 
Fe, April 14. Sec., Miss M. Cantrell, Box 1522, Santa Fe. 

Oxvanoma: Examination, Oklahoma City, April 19-20. Sec., 
Dr. E. F. Lester, 813 Branifl Bldg., Oklahoma City. 

Sourn Dakora: Examination. Vermillion, June 7-8. Sec., Dr. 
Gregg M. Evans, 310 E. 15th St., Yankton, 

Texas: Examination. Austin, April 12-13. Sec., Bro. Raphael 
Wilson, 407 Perry-Brooks Bldg., Austin. ‘ 

Wasuincron: Examination. Seattle, July 11-12. Sec., Depart- 
ment of Licenses, Mr. Edward C, Dohm, Olympia. 

Wisconsin: Examination. Madison, April 6, and Milwaukee, 
June 1. Sec., Dr. W. H. Barber, 621 Ransom St., Ripon. 

Avaska: Examination and Reciprocity. Anchorage and Juneau, 
first week of February, April, June, August and November. 
Sec., Dr. C. Earl Albrecht, Box 1931, Juneau. 


* Basic Science Certificate required, 


GOVERNMENT SERVICES 


ATOMIC ENERGY COMMISSION 


Award of Research Contracts.—Award of 48 unclassi- 
fied life science research contracts in the fields of 
medicine, biology, biophysics, and radiation instru- 
mentation was announced Feb. 20 by the U. S. Atomic 
Energy Commission. The contracts were awarded to 
universities and private institutions as part of the 
AEC’s continuing policy of assisting and fostering 
research and development in fields related to atomic 
energy as specified in the Atomic Energy Act of 1954, 
and as amended in 1956. 

All of the awards are contract renewals for one year 
awarded to allow for continuation of research already 
in progress. Of these 19 are in medical sciences, 25 in 
biology, 3 in biophysics, and 1 in radiation instrumen- 
tation. 


ARMY 


Interns for Class-One Hospitals.—Fourteen June grad- 
uates of approved medical schools will report for duty 
at the U. S. Army Hospital, Fort Benning, Ga., July 1 
to inaugurate the first internships vet instituted for the 
Army's class-one hospitals. This will be a “pilot” pro- 
gram directed toward the introduction of such training 
in other hospitals of this classification. Applications for 


Army medical internships in recent years have ex- 
ceeded the number of openings available at the Army's 
named teaching hospitals. This has brought about a 
need to expand the intern training programs to accom- 
modate more of the young physicians interested in 
Army professional training. A total of 150 medical 
school graduates are now admitted to the established 
intern training programs at the Army's named teach- 
ing hospitals. 


NAVY 


Establish Hospital Administration Division.—The sur- 
geon general has directed the reorganization of certain 
elements of the Bureau of Medicine and Surgery to 
include a division of hospital administration, which 
will consist of an office of the division director, a hos- 
pital management improvement branch, a methods 
and procedures branch, and a food service branch. 

The new division will develop, evaluate, coordinate, 
and give advice on the management and nonprofes- 
sional administrative needs of naval hospitals and 
other Navy medical activities. Liaison will be main- 
tained with the Naval School of Hospital Administra- 
tion at the Naval Medical Center, Bethesda, Md., and 
with other military and civilian hospital administration 
organizations and educational institutions. It will de- 
velop procedures and provide guidance for better 
business administration of naval hospitals. 
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DEPARTMENT OF DEFENSE 


Appoint Deputy Director of Institute of Pathology.— 
Col. Joe M. Blumberg has been appointed Army depu- 
ty director of the Armed Forces Institute of Pathology, 
Washington, D. C., to succeed Col. Francis E. Council, 
who will retire from the Army on March 31. 
Colonel Blumberg formerly was pathologist at the 
Walter Reed Army Hospital and chief of the labora- 
tory service. In 1954 he became commanding officer 
and chief of pathology of the 406th medical general 
laboratory, Tokyo, and consultant in pathology and 
laboratory medicine to the chief surgeon, Army Forces 
Far East. He is certified by the American Board of 
Pathology in pathological anatomy and clinical pathol- 
ogy; a member of many scientific societies; a founding 
fellow of the International Society of Cytology Coun- 
cil, the College of American Pathologists, and the 
Southern Society of Cancer Cytology; a contributor to 
several books and the author of technical papers. 
The Armed Forces Institute of Pathology is the cen- 


tral laboratory of pathology for the Army, Navy, and 


Air Force, the Veterans Administration, the U. S$. Pub- 
lic Health Service, the Atomic Energy Commission, 
and other federal agencies. It is made up of four major 
departments: the department of pathology, the Amer- 
ican registry of pathology, the medical illustration 
service, and the medical museum. 


VETERANS ADMINISTRATION 


Personal.—Dr. Frederick J. Balsam, program develop- 
ment chief in the physical medicine and rehabilitation 
service of the Veterans Administration, Washington, 
D. C., has been transferred to the VA Hospital at Ann 
Arbor, Mich., to direct the physical medicine and 
rehabilitation service there. He will hold also a faculty 
appointment at the University of Michigan Medical 
School.——M. H. Gordon, Ph.D., has been appointed 
assistant director of the central research laboratory 
for the evaluation of tranquilizing drugs in VA hos- 
pitals. He will work at the VA Hospital, Perry Point, 
Md., the base for the study, which is just getting 
under way. Dr. Gordon has served as a clinical psy- 
chologist since 1947 at several VA hospitals. He is a 
member of the American Psychological Association, 
the Psychometric Society, the Biometric Society, and 
the American Statistical Association. 


Hospital Managers.—The appointment of three Veter- 
ans Administration hospital managers has been an- 
nounced by VA. Dr. Oren T. Skouge, director, pro- 
fessional services, VA Hospital in Denver, will be 
transferred as manager of the VA Hospital, Oklahoma 
City, to fill the vacancy created by the retirement of 
Dr. Clarence E. Bates. Dr. George W. Hobson, direc- 
tor, professional services, VA Hospital, Brecksville, 
Ohio, will be transferred as manager of the VA Hos- 
pital at Excelsior Springs, Mo., to fill the vacancy 
created by the retirement of Dr. Paul C. Bruce. Dr. 
Lester L. Weissmiller, administrative medicine trainee 
at the VA West Side Hospital, Chicago, has been ap- 
pointed manager of the 590-bed VA tuberculosis hos- 
pital at Rutland Heights, Mass. 
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Collaborative Research on Multiple Sclerosis.—The 
Veterans Administration, the National Research 
Council, and the National Institute of Neurological 
Diseases and Blindness have begun collaborative re- 
search on multiple sclerosis, aimed to find what role, 
if any, geographical, climatic, and allied environ- 
mental factors play in the development and progress 
of the disease. The study will be of members of the 
armed forces and veterans who have developed the 
disease during and since World War II. Since multiple 
sclerosis is more prevalent in the northern United 
States and Canada than in the South, an effort will be 
made to determine if veterans contracting the disease 
have benefited if and when they moved to warmer 
climates. The investigation will involve the study of 
medical and other official military and VA records of 
the men so afflicted. 

The study will cover data on physical character- 
istics and defects noted during induction, the degree 
of stress involved in the performance of military 
duties, race, occupation, and medical history of par- 
ents and other relatives. Dr. Benedict Nagler, chief. 
neurology division, VA central office, Washington, 
D. C., is principal investigator and his associates are 
Dr. L. T. Kurland, chief, epidemiology branch, Na- 
tional Institute of Neurological Diseases and Blind- 
ness; Gilbert W. Beebe, statistician, division of med- 
ical sciences, National Research Council; J. F. 
Kurtzke, chief, neurological service, VA Hospital, 
Coatesville, Pa.; and Eugene L. Youngue, chief, neuro- 
logical service, Leech Farm Road VA Hospital, Pitts- 
burgh, Pa. 


PUBLIC HEALTH SERVICE 


Training in Air Pollution Control.—The Public Health 
Service on Feb. 27 announced eight grants, totaling 
$90,864, for training in the field of air pollution con- 
trol. These are the first training grants to be awarded 
under a 1955 federal law providing for air pollution 
research and technical assistance. 

The program covers training in both medical and 
engineering aspects of air pollution and _ provides 
funds to state and local government agencies for train- 
ing their personnel in this field of environmental 
health; educational and training institutions for as- 
sistance in the development and support of new cur- 
riculums; and qualified individuals desirous of ob- 
taining specialized training and instruction in air pol- 
lution control. 

For the first year of the program, emphasis is being 
placed on awards to institutions for curriculum de- 
velopment, in view of the inadequate number of air 
pollution courses and curriculums now available to 
potentially interested students. Grants to institutions 
are made on the recommendation of a panel of non- 
tederal experts in the field of air pollution. 


Construction Grants for Research Facilities.—Grants 
totaling $765,159 to assist in the construction of medi- 
cal research facilities have been announced by the 
surgeon general of the Public Health Service. These 
are the first federal grants under a three-year, 90- 
million-dollar program enacted by Congress to aid 
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public and private institutions in building more and 
better research facilities in the nation’s medical schools, 
hospitals, and other private institutions. The legislation 
provides assistance for building and equipping facili- 
ties for research in medicine, osteopathy, dentistry, 
and related health sciences. More than 250 institutions 
have asked tor application forms for these construction 
grants. Following is a list of the initial grants ap- 
proved: 


Institution and Director of Facility Amount, 
Program $ 
Massachusetts General Neurosurgical floor, 95,045 
Hospital Warren Medical 

Boston Science Building 

James C, White, M.D. 

Albany Medical College of | Construction on new 45,000 


Union University 
Albany, N. Y. 
Harold Wiggers 
The Elizabeth Gamble Dea- Construction and 
coness Home Association equipment of 4th floor 
operating the Christ Hospital on Institute of Medical 
Institute of Medical Research Research Building 
Cincinnati 

L. H. Schmidt 

University of Pennsylvania 
Philadelphia 

Norman H. Topping, M.D. 


animal quarters 


184,000 


The William H. Donner 179,004 
Center for Radiology 


University of Minnesota 

Medical School 

Minneapolis 

Dr. Harold Dieh] 

University of Minnesota Departments of physio- 161,000 

College of Medical Sciences logical chemistry, 

Minneapolis physiology, and phar- 

Dr. Harold S, Diehl macology research fa- 
cilities—Millard Hall 

Georgetown University Animal research labora- 75,000 

Washington, D. C. tories 

Rev. T. Byron Collins, S, J. 


Department of anatomy 26,110 
research facilities; 


Jackson Hall 


765,159 


FOOD AND DRUG ADMINISTRATION 
Study of Radioactivity in Canned Foods.—Samples of 
canned foods left in Antarctica more than 40 years 
ago are being made available to the Food and Drug 
Administration through the cooperation of the U. S. 
Antarctic programs and the British and New Zealand 
governments. 

The foods will be obtained from the camp site at 
Cape Royds, built by the British Antarctic expedition 
of 1908-1909 under Sir Ernest Shackleton, and the 
camp at Cape Evans established by Capt. Robert 
Falcon Scott, Royal Navy, during his Antarctic expedi- 
tion, 1910-1913. Extensive stores of foods are said to 
remain at both camps with the cans packed in saw- 
dust in the original cases. Samples of powdered milk 
have already been obtained from Little America camp 
3, established by Admiral Byrd in 1940. The Food 
and Drug Administration will use the Antarctic speci- 
mens to complete a collection of authentic samples 
of canned foods packed prior to the atomic age. These 
foods will provide base measurements for a continuous 
survey of the radioactivity of common foods that the 
Food and Drug Administration has started. There was 
said to be no significant radioactivity in the U. S. foo 
supply today. | 


' 
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DEATHS 


Abell, Carl Edwin, Louisville, Ky.; University of 
Louisville (Ky.) School of Medicine, 1916; served in 
France during World War I; died in St. Joseph Infirm- 
ary Dec. 22, aged 67, of coronary thrombosis and myo- 
cardial infarction. 

Agnew, Anna Marie, Brooklyn, N. Y.; University of 
Minnesota College of Medicine and Surgery, Minne- 
apolis, 1899; an associate member of the American 
Medical Association; for many years on the staff of 
the Brooklyn State Hospital, where she served as 
supervising psychiatrist; died Jan. 7, aged 83. 

Bliss, Robert Franklin, Brooklyn, N. Y.; Columbia Uni- 
versity College of Physicians and Surgeons, New York 
City, 1901; veteran of World War I; died Jan. 8, aged 
82, of arteriosclerosis. 


Bonyay, Lacy Louis * Hollis, N. Y.; Long Island Col- 
lege Hospital, Brooklyn, 1925; on the staff of the Mary 
Immaculate Hospital in Jamaica; died Jan. 13, aged 
56, of myocardial infarction and coronary sclerosis. 
Boyce, Richard Joseph * Poughkeepsie, N. Y.; Queen's 
University Faculty of Medicine, Kingston, Ontario, 
Canada, 1929; interned at St. Francis Hospital; on the 
staff of Vassar Brothers Hospital; died Dec. 4, aged 
52, of malignant hypertension. 


Boyden, Frank Edson * Wemme, Ore.; Northwestern 
University Medical School, Chicago, 1906; fellow of 
the American College of Surgeons; served on the staffs 
of the Columbia and St. Mary’s hospitals in Astoria; 
died in Portland Jan. 13, aged 86. 


Brassett, Albert, Kalispell, Mont.; Minneapolis College 
of Physicians and Surgeons, 1906; an associate mem- 
ber of the American Medical Association; died Dec. 
27, aged 82. 

Bray, Thomas Lee, Hot Springs National Park, Ark.; 
University of Arkansas School of Medicine, Little 
Rock, 1910; died Jan. 9, aged 72. 

Bridge, John Law * Hazardville, Conn.; Harvard Med- 


ical School, Boston, 1903; past-president of the Hart- 
ford County Medical Society; died Jan. 9, aged 97. 


Brown, David Albert, Cheswick, Pa.; Jefferson Medi- 
cal College of Philadelphia, 1897; an associate mem- 
ber of the American Medical Association; formerly 
practiced in Greenville, where he was on the staff of 
the Greenville Hospital; died in Sarasota, Fla., Jan. 6, 
aged 83, of coronary thrombosis. 


Brown, Harvey Francis * Detroit; St. Louis University 
School of Medicine, 1928; fellow of the American 
College of Surgeons; on the staffs of St. Mary’s and 
Detroit Memorial hospitals; died in Mount Carmel 
Mercy Hospital Jan. 13, aged 57. 

Byers, Albert Garfield, Coggon, Iowa; Barnes Medical 
College, St. Louis, 1904; died in Cedar Rapids Jan. 6, 
aged 76, of cancer. 


_. Indicates Member of the American Medical Association. 


Carter, James Matthew ® Milwaukee; Howard Uni- 
versity College of Medicine, Washington, D. C., 1944; 
served an internship and residency at St. Mary’s Hos- 
pital in St. Louis; died Jan. 5, aged 39, of coronary 
occlusion. 


Chamberlin, J. Poyntz, Cynthiana, Ky.; Kentucky 
School of Medicine, Louisville, 1892; died Jan. 10, 
aged 87. 

Dittemore, James Henry * Belleville, Kan.; Rush Med- 
ical College, Chicago, 1899; died in the Belleville Hos- 
pital Nov. 20, aged 82, of cerebral hemorrhage. 


Ferguson, Elizabeth, Marshfield, Mo.; Woman's Medi- 
cal College, Chicago, 1890; died Jan. 18, aged 91. 
Fitts, E. Marlin * Chattanooga, Tenn.; University of 
Georgia School of Medicine, Augusta, 1947; member of 
the American Academy of General Practice; on the 
staff of the Baroness Erlanger Hospital and the Me- 
morial Hospital where he died Dec. 24, aged 50, of 
coronary occlusion. 


Haseltine, David Crittenden, Dallas, Texas; South- 
western Medical School of the University of Texas, 
Dallas, 1954; interned at the Grady Memorial Hospital 
in Atlanta, Ga.; served a residency at the University 
Hospital in Ann Arbor, Mich., and St. Paul’s Hospital, 
where he died Jan. 1, aged 27, of a brain tumor. 


Hayton, Arthur Russel * Shelby, Mich.; College of 
Physicians and Surgeons of Chicago, School of Medi- 
cine of the University of Illinois, 1905; formerly asso- 
ciated with the Shelby Community Hospital; died 
Dec. 20, aged 78, of arteriosclerosis. 


Herbert, Leo J., Syracuse, N. Y.; Louisville (Ky.) and 
Hospital Medical College, 1908; an associate member 
of the American Medical Association; member of the 
Crouse-Irving Hospital, where he was formerly chief 
of staff; died Dec. 30, aged 75, of coronary disease. 


Hooper, Elroy Levert * Como, Miss.; St. Louis College 
of Physicians and Surgeons, 1903; died in New Orleans 
Jan. 20, aged 79. 


Hovis, Leighton Watson * Charlotte, N. C.; Davidson 
(N. C.) School of Medicine, 1904; past-president of the 
Mecklenburg County Medical Society; veteran of 
World War I; on the staffs of the Charlotte Memorial 
and Presbyterian hospitals, and the Mercy Hospital, 
where he died Dec. 30, aged 77, of carcinoma of the 
transverse colon. 


Johnson, William Garfield, Van Nuys, Calif.; North- 
western University Medical School, Chicago, 1908; 
died in the Veterans Administration Center, West Los 
Angeles, Sept. 8, aged 76, of bronchopneumonia. 
Kinney, J. Girton © Santa Monica, Calif.; University 
of California School of Medicine, San Francisco, 1927; 
on the staff of the Santa Monica Hospital, where he 
died Dec. 24, aged 60, of coronary thrombosis. 


O'Neil, Owen S., Omaha; Baltimore Medical College, 


-1897; died Nov. ry aged 85, of bronch 
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Paschal, George Hugh * San Antonio, Texas; Uni- 
versity of Texas School of Medicine, Galveston, 1921; 
specialist certified by the American Board of Anesthe- 
siology; member of the American Society of Anes- 
thesiologists; past-president of the Texas Association 
of Medical Anesthetists; on the staffs of the Nix 
Memorial, Baptist Memorial, and Santa Rosa _ hospi- 
tals; died Dec. 17, aged 62, of myocardial infarction. 


Pickett, Cyrus Lindley, Seattle; John A. Creighton 
Medical College, Omaha, 1902; for many years medi- 
cal missionary to the Philippines; died Dec. 12, aged 88. 
Roberts, Oscar William ® Carrollton, Ga.; Atlanta 
School of Medicine, 1906; served in the U. S. Public 
Health Service during World War I; formerly member 
and chairman of the city board of education; served 
as vice-president and director of the West Georgia 
National Bank; on the staff of the Tanner Memorial 
Hospital, where he died Dec. 19, aged 72, of myo- 
cardial infarction and coronary occlusion. 

Sage, Fred Carlton, San Pedro, Calif.; State University 
of lowa College of Homeopathic Medicine, lowa City, 
1893; veteran of World War I; for many years prac- 
ticed in Waterloo, Iowa; served on the staffs of the 
San Pedro Community Hospital, Seaside Memorial 
Hospital in Long Beach, and the Los Angeles 
County Hospital in Los Angeles; died in Platteville 
Municipal Hospital, Platteville, Wis., Dec. 5, aged 92, 
of arteriosclerosis. 

Schorr, Arthur Melville, San Antonio, Texas; Univer- 
sity of Illinois College of Medicine, Chicago, 1929; 
died Dec. 25, aged 57. 

Schultz, Ben, Los Angeles; Illinois Medical College, 
Chicago, 1910; died Nov. 24, aged 77. 


Scott, George Dow, New York City; Harvard Medical 
School, Boston, 1902; an associate member of the 
American Medical Association; died in Cambridge, 
Mass., Nov. 20, aged 85, of carcinoma of the prostate. 


Seba, William Ezra, Leedey, Okla.; St. Louis College 
of Physicians and Surgeons, 1905; an associate member 
of the American Medical Association; served as mayor; 
county health officer; died Nov. 28, aged 72, of coro- 
nary thrombosis. 

Shaver, Nellie Abel ® Clayton, Mo.; National Uni- 
versity of Arts and Sciences Medical Department, St. 
Louis, 1913; member of the American Academy of 
General Practice; died Dec. 29, aged 76, of coronary 
thrombosis. 


Sheffner, Nathan S., Chicago; Chicago Medical School, 
1918; died in the Mount Sinai Hospital Dec. 20, 
aged 64. 

Shelby, Fred P., Shelby, Miss.; Medical Department 
of Tulane University of Louisiana, New Orleans, 1900; 
died in the Baptist Memorial Hospital, Memphis, 


Tenn., Jan. 2, aged 79, of carcinoma of the prostate - 


with metastasis. 

Sherman, Henry Louis * New York City; Cornell Uni- 
versity Medical College, New York City, 1911; died 
in St. Francis Hospital, Miami Beach, Fla., Dec. 27, 
aged 67, of coronary thrombosis and diabetes mellitus. 
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Smith, Alonzo James, Morrilton, Ark.; Meharry Med- 
ical College, Nashville, Tenn., 1915; on the staff of St. 
Anthonys Hospital; died in St. Francis Hospital, 
Wichita, Kan., Dec. 29, aged 68, of myocardial in- 
farction. 

Smith, Elizabeth, St. Louis; American Medical Col- 
lege, St. Louis, 1897; died in St. James, Mo., Nov. 16, 
aged 93. 

Smith, Harry, Malden, Mass.; St. Louis College of 
Physicians and Surgeons, 1924; died Nov. 26, aged 64. 


Smith, William Frederick, Rood Town Tortola, British 
Virgin Islands; St. Louis University School of Medi- 
cine, 1948; since May, 1955, chief medical officer of 
the British Virgin Islands; died Dec. 12, aged 41. 


Sternberg, Adolf Stanley * New York City; Hessische 
Ludwig-Universitat Medizinische Fakultit, Giessen, 
Hesse, Germany, 1921; specialist certified by the 
American Board of Dermatology and Syphilology; on 
the staff of the New York University Post-Graduate 
Medical School; died Dec. 14, aged 61, of coronary 
occlusion. 


Stoops, James Norval, Scottsbluff, Neb.; Fort Worth 
(Texas) School of Medicine, Medical Department of 
Fort Worth University, 1906; died in the Hastings 
State Hospital, Ingleside, Nov. 25, aged 75, of cerebral 
arteriosclerosis. 

Strauss, William Alfred ® Peekskill, N. Y.: Regia 
Universita degli Studi di Roma. Facolta di Medicina e 
Chirurgia, Italy, 1936; interned at the Jewish Memo- 
rial Hospital, New York; served a residency at the 
Peekskill Hospital; service chief of medical unit, 
Peekskill Civil Defense; died Dec. 13, aged 46, of 


coronary thrombosis. 


Summers, Joseph Stewart, Sr. * Jefferson City, Mo.; 
Universitv of Missouri School of Medicine, Columbia, 
1908; member of the Radiological Society of North 
America; fellow of the American College of Surgeons; 
on the staffs of the Missouri State Penitentiary and 
St. Mary's hospitals; died Dec. 22, aged 86, of arteri- 
osclerotic heart disease. 

West, George W., Afton, Wyo.; Barnes Medical Col- 
lege, St. Louis, 1903; died Dec. 5, aged 84, of pneu- 
monitis. 

Whitlow, Otis, Savannah, Tenn. (licensed in Tennesee 
in 1905); member of the Tennessee State Medical 
Association; formerly vice-president of the Mid-South 
Postgraduate Medical Assembly; died in Union City 
Nov. 18, aged 74. 


Winfield, Carra Fannin *® Alice, Texas; University of 
Texas School of Medicine, Galveston, 1908; died 
Dec. 17, aged 73, of cancer. 


Wroth, Peregrine Jr. ® Hagerstown, Md.; Johns 
Hopkins University School of Medicine, Baltimore, 
1906; inember of the founders’ group of the American 
Board of Surgery; fellow of the American College of 
Surgeons; past-president of the Medical and Chirurgi- 
cal Faculty of Maryland; on the staff of the Wash- 
ington County Hospital, where he died Dec. 25, aged 
74, of coronary thrombosis. 


> 
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FOREIGN LETTERS 


CANADA 


Manner of Death in Coronary Artery Disease.—In a 
study of 100 consecutive autopsies at the University of 
Toronto, the coronary arteries were examined by a 
special technique in which the heart was removed 
intact with sufficient aorta to allow perfusion at a 
pressure of 100 mm. Hg via the aorta and coronary 
ostia, with the fluid returning by the coronary sinus. 
Thus the coronary arteries were flushed out with 
saline solution and then perfused for one hour with 
10% formalin solution, which fixed them in situ. After 
fixation, the vessels were dissected carefully away from 
the heart, decalcified, and cleared until a set of semi- 
translucent pliable tubes into which air could be 
introduced to outline the lumen was obtained. This 
showed up lesions well. The lesions were then studied 
by serial section. 

In this series, there were 22 coronary deaths and 
another 12 hearts showed evidence of old myocardial 
damage attributable to ischemia. In the 22 patients 
who suffered coronary deaths, the findings were as 
follows: recent myocardial infarct in 10; focal myo- 
cardial necrosis in 5; acute coronary thrombosis with- 
out infarct in 2; severe coronary stenosis with sudden 
death in 2; myocardial scarring, coronary stenosis, 
and heart failure in 2; and coronary embolism in one. 
It would seem from this series that a person who has 
had a sudden attack of typical cardiac ischemic pain, 
whether or not accompanied by the classical syn- 
drome of infarction, has had a coronary thrombosis in 
about 70% of cases. In a high proportion of such cases, 
persons who had had one bout of thrombosis often 
suffered a recurrence of thrombosis leading to death 
before the myocardial lesions from the first incident 
had healed. Acute coronary insufficiency, defined as 
acute inadequacy of coronary flow precipitated by al- 
tered cardiac output in the presence of narrowed coro- 
nary arteries, probably occurs in a minority of cases. 
In these, one or more episodes of low cardiac output 
have preceded the onset of the episode of ischemia 
and there may be aggravating factors, such as anemia 
or aortic stenosis. In the absence of all these factors, 
thrombosis should be assumed. 


Dietary Treatment of Multiple Sclerosis.—For some 
years the Collip Medical Research Laboratory, Uni- 
versity of Western Ontario, has been interested in 
experimental demonstration that certain long-chain 
monounsaturated fatty acids may specifically aftect 
certain metabolic processes. A series of experiments 
begun in 1948 gradually led to the conclusion that 
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fatty acids, which generally occur only in cerebrosides 
and sphingomyelin, may have a specific functional 
role in the metabolism of the nervous system. Pre- 
sumably these fatty acids are synthesized in the body, 
and any failure of this synthesis might result in a de- 
ficiency and possible functional impairment in the 
nervous system. On this assumption, the workers at the 
clinic have treated patients suffering from various 
neurological dysfunctions with cerebroside prepara- 
tions in the hope that this would constitute replace- 
ment therapy. In the Canadian Medical Association 
Journal they report feeding studies on six patients 
who were treated for periods varying from 9 to 18 
(average 12.5) months. These patients all had multiple 
sclerosis of varying duration and were given no other 
therapy during the investigation except for that for 
specific symptoms. They were given about 1 Gm. a day 
of a preparation containing about 70% cerebrosides. 
In their preliminary report, Noble and co-workers state 
that none of the six patients has experienced a major 
exacerbation of his demyelinating disease. On the 
other hand, no spectacular improvement has been 
observed, although in one patient plantar responses 
have returned to normal. Further trials with this 
treatment in other centers are urged. 


Predicting the Date of Confinement.—The duration of 
pregnancy can differ greatly in different women and, 
although to a lesser degree and not so frequently, 
even in the same woman. Gold, of Montreal, has made 
a personal analysis of 1,400 case histories obtained 
from patients during their postpartum stay in the 
hospital. He classified the menstrual cycles of the pa- 
tients as regular or irregular, with seven subgroups 
according to the length of the cycle. He computed 
for each subgroup the range, mean, median, mode, 
middle 80%, and number of deliveries before, at, and 
after 280 days. His statistical analysis showed a con- 
sistent trend in the relationship between the length 
of the menstrual cycle and the duration of gestation. 
Women with longer menstrual cycles tended to have a 
more prolonged pregnancy. Gold suggests that growth 
and maturation of the fetus progress more rapidly in 
women with short cycles than in those with long 
cvcles. 


COLOMBIA 


Anesthesia in Ophthalmology.—At the third Latin 
American Congress of Anesthesia in Bogota in Oc- 
tober, Barraquer and Marin reported their experience 
with a group of 209 ophthalmologic patients operated 
on under general anesthesia. Of these, 5 were infants; 
144 were children; 42 were adolescents; and 18 were 
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adults. Secondary cardiac arrest was encountered in 
two patients. Complete recovery was obtained by the 
use of artificial breathing and positive-pressure oxy- 
genation. This success was believed to be due to the 
promptness with which resuscitative measures were 
applied, since routine continuous cardiac auscultation 
made possible an immediate diagnosis of cardiac 
standstill. For ideal preanesthetic medication the au- 
thors sought agents that could be easily administered 
and were hypnotically effective and antiemetic. After 
many trials they developed the technique for inducing 
basal anesthesia by the administration of thiamylal 
sodium rectally in a dosage of 15 mg. per pound of 
body weight. This medicament is painless and caused 
no psychic trauma in children. It failed in only 3.9% 
of the cases. Effective hypnosis was obtained in 80% 
of the cases with a chlorpromazine-amobarbital com- 
bination. An amobarbital—promethazine hydrochloride 
combination prevented vomiting in 100% of the cases. 
Anesthesia proper was obtained by intravenous use 
of thiopental sodium in a 2.5% solution. 


Anesthesia in Operations for Pulmonary Tuberculosis. 
—At the same meeting, Dr. Zairo E. G. Vieira, of 
Brazil, reported on 400 cases in which a state of anes- 
thesia had been used for surgical treatment of pul- 
monary tuberculosis. The patients, whose ages varied 
from 7 to 62 vears, were divided into two groups: 80 
patients in whom surgical collapse was performed and 
320 in whom pulmonary resection was performed. In 
the second group, 20 patients died. Intercurrent pre- 
operative complications, mainly pulmonary conges- 
tion; empyemas, with or without bronchial fistula; 
and reduced pulmonary functional capacity were 
present in 58.7% of the patients. Such patients require 
the careful induction of anesthesia, with prevention 
of hypoventilation and pulmonary congestion. Before 
such induction, an opium-parasympatholytic com- 
bination was used. The speaker preferred dihydro- 
morphinone (Dilaudid) hydrochloride with scopola- 
mine and atropine. Endotracheal anesthetization with 
a hypnotic-analgesic-relaxant combination and con- 
trol of respiration was the technique used. The hyp- 
notic was a 2.5% solution of thiopental sodium. The 
induction dose was 8.2 mg. per kilogram of body 
weight; the analgesic used was 4 to 8 liters of nitrous 
oxide at 50 to 60% concentration with oxygen; and 
the relaxant was gallamine triethiodide in an average 
dose of 2.7 mg. per kilogram of body weight. Later, 
in 20 cases, nitrous oxide was substituted with an 
intravenous injection of a 1% solution of procaine 
hydrochloride (18.7 mg. per kilogram of body weight 
as the average dose). Manual respiratory control was 
used in 95% of the cases. 

Operative complications were encountered in 29.7%. 
Of these, 9 patients died on the operating table or in 
the first 24 hours after operation. Four of the deaths 
were due to arterial rupture, one to hypoventilation 
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alone, and four to hypoventilation associated with 
hypovolemia. There was one case of cardiac arrest 
with recovery. Hypovolemia was present in 7.5% of 
the patients. The condition in 14 patients, 10 of whom 
recovered, was caused by ruptured arteries. Ten pa- 
tients bled profusely, and of these two died. Hypoven- 
tilation due to excessive secretions was encountered 
in six patients; other causes of this condition were 
bronchial fistula, pulmonary emphysema, and _ inade- 
quate control of respiration. Hypoventilation asso- 
ciated with hypovolemia was responsible for three 
deaths and a high postoperative morbidity. In 11 pa- 
tients (3.44%), severe hypotension was produced by 
excessive medication, In 16 patients a pulse rate over 
120 was assumed to be caused by the gallamine. 
There were postoperative complications in 144 pa- 
tients. Those due to the anesthetic (28) appeared on 
the patient's awakening and were characterized by 
shivering, generalized myoclonia, and periungual and 
peripheral cyanosis, which promptly disappeared with 
a small dose of meperidine. The speaker believed 
that shivering results when thiopenthal is given to 
patients with disturbance of the thermoregulating 
center. Other anesthetic complications were clearly 
due to hypoventilation, with or without hypovolemia, 
and traumatic tracheal intubation. 

Postoperative dissemination of the tuberculosis was 
observed in 14 patients and was due to ill-advised 
selection of lesion to be removed and inadequate 
control of secretions. This type of complication was 
responsible for two deaths. The 20 deaths in the en- 
tire series were classified as surgical, surgical-anes- 
thetic, anesthetic, and others. The surgical-anesthetic 
group included borderline cases, such as those that 
were difficult to explain, namely, those resulting from 
hemorrhage, obscure origin, dissemination of the dis- 
ease, and postoperative atelectasis secondary to pneu- 
monia. The critical period was the first 24 hours after 
operation. 

Of the SO patients who underwent surgical collapse, 
74 had thoracoplasty and 6 had extrapleural pneumo- 
thorax. All were operated on while they were under 
endothracheal anesthesia. None died. Those who 
underwent thoracoplasty after more or less extensive 
pulmonary resection constituted a serious problem for 
the anesthetist because of the fact that, since thoraco- 
plasty is performed soon after the first operation, the 
patients usually have bronchial fistulas. Anesthetiza- 
tion was conducted in these patients as though they 
were having a pulmonary resection with bronchial 
fistula. A combination of dihydromorphine with atro- 
pine or scopolamine was used as the preanesthetic 
medication. Eleven patients had operative complica- 
tions; six of them had such complications due to 
hypoventilation caused by excessive secretions, Fif- 
teen patients had postoperative complications, mainly 
postoperative hemorrhage, bronchopleural fistula, and 
pleural infections. 
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Carbutamide and Thrombocytopenia.—The occurrence 
of leukopenia and thrombocytopenia after the admin- 
istration of carbutamide has been reported by 
Phemister (Brit. M. J. 1:199, 1957). A complete 
hematological study was made of 40 patients receiv- 
ing carbutamide regularly in place of insulin for the 
control of their diabetes. Most of the patients were 
obese middle-aged or elderly women with mild dia- 
betes of several vears’ duration who had been treated 
with 0.5 to 15 Gm. of carbutamide daily for five 
months after an initial dosage of 1.5 Gm. daily for the 
first week. Blood studies had been done in 22 patients 
from the beginnig of the treatment and in 18 after an 
interval. Leukopenia was common soon after treat- 
ment was begun, although the leukocyte count usually 
rose again as treatment was continued. In one patient, 
however, a severe leukopenia that persisted until the 
carbutamide was withdrawn developed. Many patients 
showed a mild depression of the platelet count, and 
spontaneous purpura developed in two. The purpura 
in one of them was thrombocytopenic and was shown 
conclusively to be due to treatment with carbutamide. 
Carbutamide appears to accentuate the capillary 
fragility that may occur in diabetics. Some degree of 
sensitization seems to occur when carbutamide is 
given. One patient in whom purpura developed after 
treatment with carbutamide had a recurrence after be- 
ing given tolbutamide (D. 860), a related hypoglyce- 
mic agent. The toxic effects of carbutamide on the 
blood are those that might be anticipated from the use 
of any sulfonamide. Since the hematological findings 
were altered by the drug in nearly all the patients 
treated, the drug should not be used as a substitute 
for insulin. 


Suicides.—According to the report of the Registrar 
General, there were 5,043 suicides in England and 
Wales in 1955, an increase of 1,596, or 46%, over the 
previous year. This is greater than the annual number 
of fatal road accidents, which attract far more at- 
tention. An analysis of cases shows that 53% of those 
who committed suicide had not been under medical 
care, 27% had recently been attended by their physi- 
cian, and only 13% had been in a mental hospital at 
some time in the year or so previous to the suicide. 
There were usually warning signs, and death rarely 
came as a surprise to the relatives or to the physician 
if the patient had been under treatment. Fifty-seven 
per cent of the suicide cases were associated with 
worry or depression and 28% with surgical operations, 
childbirth, and chronic pain or illness. The suicide 
rate in mental hospitals is greater than in the popula- 
tion at large, although still relatively small for the 
population at risk. Only 51 of the 5,043 suicides oc- 
curred in mental hospitals. Far more men (3,178) 
than women (1,865) commit suicide, although twice 
as Many women attempt it unsuccessfully. Somatomet- 
ric data show that men of lean muscular build are 
more disposed to suicide. Depression is present in 
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nearly 75% of suicides or potential suicides. Attention 
has been drawn to the high rate of suicide among 
Oxford students. By the end of 1953, there had been 
15 suicides in seven years. Since 1953, when the uni- 
versity authorities took steps to deal with the problem, 
the number has fallen to two. In 1956, 67 Oxonian 
students attended the outpatient clinic at a mental 
hospital and 21 were hospitalized. 

There was an increasing use of carbon monoxide as 
a means of suicide (48%). Barbiturates caused 9% 
of the suicides and aspirin 6%. These were used mainly 
by city dwellers, the countryman preferring more vio- 
lent methods, such as shooting, hanging, or drowning. 


Shortage of Hosvnital Pharmacists.—In order to attract 
recruits, new salary scales have been announced for 
hospital pharmacists. For some time there has been 
an acute shortage. The new scales are unlikely to 
make much difference, as they still compare unfavor- 
ably with salaries in other branches of pharmacy and 
with those of other hospital personnel. Advertisements 
produced no replies for two pharmacists in the Ports- 
mouth hospitals recently. The situation at Portsmouth 
is likely to worsen, as the pharmacists now working 
there are likely to leave to work in new pharmaceuti- 
cal factories being built in the neighborhood. For 
many years hospitals have been losing their best 
pharmacists to retail and manufacturing pharmacy. 
A further drift is likely since the salaries of teachers 
of pharmacy have recently been increased. Many 
senior hospital pharmacists have found it profitable 
to take a degree in physiology or biochemistry in their 
spare time and become hospital biochemists. The 
present hospital pharmacy staff is being maintained 
by pharmacists too old to seek other appointments and 
by young pharmacists using the hospital pharmacy 
service as a stepping stone to something more re- 
munerative. Unless prompt action is taken, the hos- 
pital pharmacy service will soon collapse. 


Vital Statistics. —The total number of births registered 
in England and Wales in 1956 was 699,059, the highest 
since 1949. The rate per 1,000 population was 15.7. 
There were 521,402 deaths, a rate of 11.7 per 1,000 
population. The rate for 1955 was 11.7. In 1956, the 
surplus of births over deaths was 177,657. The infant 
mortality rate for the year, 23.8 per 1,000 live births, 
was the lowest ever recorded. In the previous year 
it had been 24.9, and in 1938 it had been 52.8. 


Two New Human Genes.—Preliminary evidence of 
two new common variations that depend on a single 
pair of alternative genes has been put forward by 
Allison and McWhirter (Nature 178:748, 1956). These 
genes cause the person to excrete a distinctive smell- 
ing substance, methanethiol, after eating asparagus 
and to excrete an unidentified red or brown pigment 
in the urine after eating beets. The excretion of 
methanethiol depends on a dominant gene, designated 
“As.” In four families in which neither parent excreted 
methanethiol, none of the 11 children did either. In 
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those families in which the parents excreted metha- 
nethiol or in which one parent did and one did not, 
the children were of both types in about the propor- 
tions expected from the estimated frequency of the 
gene-controlling excretion and of its allelomorph. The 
excretion of red or brown pigment after eating beets 
depends on a recessive gene, “bt.” All six children of 
three pairs of parents who were both excretors of 
the pigment were also excretors, while the children in 
other families were mixed in the proportions expected 
on the estimated frequency of the gene-controlling 
excretion and its allelomorph. 


Indications for Tonsillectomy.—Dr. Fry questions 
whether most tonsillectomies, by far the most fre- 
quently performed operation on the human body, are 
really necessary (Brit. M. J. 1:124, 1957). He regards 
the operation as a “prophylactic ritual carried out for 
no particular reason with no particular result.” The 
number of such operations reached a peak in the 
early 1930's, when 50 to 70% of all children were 
operated on. In 1955, nearly 250,000 tonsillectomies 
were performed, a rate of one out of three of the 
population, at a cost of $8,600,000. There were 40 
deaths. Dr. Fry’s records of 10 years of general prac- 
tice in London indicate that there is a tendency 
among children 7 to 8 years of age toward a natural 
and spontaneous cure of the common respiratory in- 
fections, including tonsillitis, otitis media, and bron- 
chitis, which have been the major indications for the 
operation. He states that the size and appearance of 
the tonsils, enlargement of the cervical glands, focal 
sepsis, and debility are not indications in themselves. 
In 10 years Dr. Fry has referred only 40 children for 
removal of their tonsils and adenoids. This is a rate of 
5% for the child population at risk, against the na- 
tional average of 33%. In spite of this, no harm has 
come to the children in question. The tonsillectomy 
rate varies from place to place. The operation is 
performed more frequently in children of the upper 
classes than in those of the lower. Dr. Fry pleads 
for a more rational approach to the whole problem, 
with the fact in mind that the “catarrhal” stage in 
young children is normal and that they “grow out of 
it.” The condition of every child referred for the 
operation should be critically and conservatively as- 
sessed. There is a lot to be said for a long waiting list; 
in that way, parents and surgeon can have second 
thoughts. 


Bacillary Dysentery.—In 10 years the number of re- 
ported cases of bacillary dysentery has increased from 
4,119 to 36,000 per year, and there is no indication that 
the peak has been reached. The average weekly rates 
for January, 1957, were 25% higher than those for 
January, 1956. It has been argued that the incidence 
of various infectious diseases has increased with the 
growth of the Public Health Laboratory Service, 
which might mean that the bacteriologist is helping to 
diagnose infections that formerly passed undiagnosed. 
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Most of the reported cases of bacillary dysentery are 
due to Shigella sonnei. Health officers are certain that, 
in spite of improvements in diagnosis and greater 
awareness of the condition by general practitioners, 
only a fraction of the cases existing are reported. 
Certain curious features are the shift from rural areas 
where sanitation is often primitive to the towns where 
it is good, the disappearance of the autumn peak, and 
the change in age incidence from the young child to 
the child of school age. The incrimination of food as a 
vehicle of infection is less now than it was 10 years 
ago. There is some evidence that the disease is asso- 
ciated with urbanization, industrialization, and over- 
crowding. Most cases occur in school children. Last 
year more than half the reported cases occurred with- 
in the age group 5 to 14 years. It is not related to food 
poisoning, as the outbreaks do not occur explosively. 
There is some reason to suspect poor sanitation in 
many schools, although there is improved sanitation in 
most homes. In other words, the child is losing his 
immunity at home and increasing his chances of in- 
fection at school. There is an analogy for this in polio- 
myelitis, which attacks the children of middle and 
upper classes, with better sanitation at home, more 
than those of the lower classes. 


Scottish Vital Statistics.—The death rate from all 
causes in Scotland is highest among the professional 
and managerial class, according to the annual report 
for 1955 of the registrar general for Scotland. Within 
this group, however, there are wide differences. Among 
teachers and scientists the death rate is well below 
the average. Among managers, physicians, and middle- 
grade and senior civil servants the death rate is well 
above average. The main reason for this is the high 
incidence of coronary thrombosis among those in the 
latter group. This disease remains the principal single 
cause of death among all classes. Thus, the stand- 
ardized death rate (taking the average rate as 100) 
is highest in the protessional and managerial classes at 
112.4; partly skilled workers have the lowest rate at 
98.1. An analysis of deaths by causes shows that heart 
disease accounts for about 33% of the total. Coronary 
thrombosis is the principal form of heart disease, and 
higher rates from this cause occur mostly among per- 
sons in occupations that do not involve physical labor. 
Physicians head the list with a rate more than 70% 
above normal. They are closely followed by senior | 
civil servants and managers. Figures for deaths from 
lung cancer show that such deaths are less frequent 
among farmers than any other major group. 

There is a noticeable tendency toward earlier mar- 
riage. In 1954, the latest year for which figures are 
available, 45% of the men who married were under 
25, compared with only 28% in 1938. For women, 
the comparable percentages were 65 in 1954 and 49 
in 1938. Despite this tendency toward earlier mar- 
riage, the proportion of married persons in the popula- 
tion between 15 and 20 is still lower in Scotland than 
in the other main English-speaking countries. 
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CORRESPONDENCE 


STATEMENTS OF ACADEMY OF PEDIATRICS 
ON CHILDHOOD SKELETAL TRAUMA 
AND BURNS 


To the Editor:—The committee on accident preven- 
tion of the American Academy of Pediatrics, in co- 
operation with the surgical section of the same or- 
ganization, has prepared statements to cover the 
emergency management of childhood skeletal trauma 
and burns. Both of these statements are endorsed by 
the committee on trauma of the American College of 
Surgeons and have been approved by the Federal 
Civil Defense Administration. 


Emergency Care of Childhood Skeletal Trauma 


Evaluate and splint where they lie before moving. Do not 
attempt reduction. 


bo 


. Move cervical injuries face up on a rigid support with manual 
traction applied gently by cupping chin at the time of moving. 
Sandhags on either side of neck to prevent turning, if possible. 

3. Spine injuries should not be flexed in transportation. 

4, Lower leg injuries transport in pillow strapped with belt. 

5. Upper leg injuries transport with both legs and trunk bound 

to board without circulatory interference. 

6. Lower arm injuries transport with splint such as rolled news- 

paper, gentle compression wrapping and sling. 

7. Upper arm can be bound to chest with lower arm supporting 

in sling. 

8. Open injuries or open wounds cover with sterile dressing, do 
not dust with antibiotic, but systemic antibiotic is useful. Do 
not attempt to retract bone back under skin, Get to surgical 
care promptly. 

. Do not cover distal tips of extremities if it can be avoided thus 
allowing a circulation check to be made from time to time. 


Emergency Care of Burns 


1. Burns are due to thermal agents (scalds or fire); chemical 
agents (battery acid or lye); radiation (sunburn or nuclear ); 
and electrical energy. 

. Even small burns may be followed by infection, lockjaw, ex- 
cessive scarring and disfigurement. Large burns may repre- 
sent an immediate threat to life from shock. Arrest of the cir- 
culation and respiration may occur following electrocution. 

. Flames should be smothered; children who have been scalded 
should have their clothing removed immediately; chemical 
burns (except phosphorus) should be washed with large 
quantities of running water. Chemical burns of the eye should 
be flushed with saline solution or water. Patients should be 
removed from source of radiant energy. 

4. Fresh burns are relatively clean. They should be covered by 

a clean cloth immediately and should not be uncovered until 

the patient is delivered to a hospital emergency room or a doc- 

tor’s office. Such covering should be loosely applied without 
constriction, 

Ointments, greases, powders, etc. should not be used in the 

emergency treatment of burns. Leave this management to the 

physician who will care for the patient. 

6. Shock may be combated by keeping the patient flat, reassur- 

ing him, and keeping him warm during transportation to the 

hospital. 

Pain is usually not a serious problem in the emergency treat- 

ment of a burn and drugs for pain should not be administered 

except by the physician who will care for the burn. 

. Patients with burns of the face, hands, feet, or areas surround- 
ing a joint as well as any burn equivalent to more than 5% 
of the body surface. shouldbe. italized_ after emergency 
treatment. 
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9. Electrical burns accormpanied by electrocution and failure of 
respiration and circulation should receive artificial respiration 
for an indefinite period and until ordered to stop by a physi- 
cian. 

Accident Prevention Committee—1956: Chair- 
man—George W. Starbuck, Osmund Bates, Jo- 
seph R. Christian, Edwin A, Harper, Fontaine S. 
Hill, C. Everett Koop, Robert Hl. Kotte, Harry 
Medovy, Donald D. Posson, Edward Press, Ed- 
ward T. Wakeman 


TUBERCULOUS GASTROJEJUNAL ULCER 


To the Editor:—In the report from India on Tubercu- 
lous Gastrojejunal Ulcer (THe Journar, Feb. 9, page 
482) there is a statement that the authors were not 
able to find in the literature a proved case of tubercu- 
lous gastrojejunal ulcer. However, Moersch has_ re- 
ported such a case and | have rendered it in my book 
on gastroscopy. The reference for Moersch’s case is 
Walters, W., and others: Carcinoma and Other Malig- 
nant Lesions of the Stomach, Philadelphia, W.  B. 
Saunders Company, 1942, p. 69 and fig. 25. 


Rupotr SCHINDLER, M.D. 
5720 Wilshire Blvd. 
Los Angeles 36. 


MISSING CHILD 


To the Editor:—Enclosed please find an article pub- 
lished, at our request, in the Nassau Medical News. 
The same is forwarded to you requesting publication 
in THe JouRNAL of the American Medical Association. 
Every avenue of investigation has been explored, with 
negative results. We are employing this means of 
calling the attention of all practicing physicians to 
certain characteristics that might be the means of es- 
tablishing the present whereabouts of this child 
(Steven Craig Damman). 


Steven Craig Damman missing from East Meadow, New York, 
since October 31, 1955 will be five (5) years old on December 15, 
1957. Believing ‘the boy to be alive and that he may soon be 
enrolled in school for which he may be brought to a physician 
for vaccination, inoculation or physical examination in connec- 
tion thereto, the cooperation of all practicing physicians is so- 
licited. We are of the opinion that if any of the following charac- 
teristics are noted coupled with two or more of such of the physi- 
cal peculiarities set forth, might very well serve as a good lead for 
further identification of this boy: 


Physical Description 

. Sex—Male 
Race—Caucasian 
Age—DOB 12/15/52 
. Height—38 inches 
Weight—32 pounds 
Hair—Blonde 
Eyes—Blue 
. Complexion—Fair 
Defects—Large freckle on right calf, approximately % inch 
me Sree: feet turned out—had difficulty in walking prop- 
erly 
. Blood—Father “A” Positive 

Mother “O” Positive 


(SPN 


— 
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Medical Description 


. May 6, 1953 examination revealed the lower pole of the 
right kidney to be palpable and was felt 1% to the right 
of the umbilicus. 

2. January 30, 1954 X-ray revealed oblique fracture of left 
humerus demonstrated between the middle and distal thirds. 
Subsequent X-rays revealed good evidence of healing with 
no change in position. 

3. May 18, 1953 treated for laceration of chin. Three sutures 
were required. Wound healed well. 

4. September 9, 1955 examination revealed the right ear drum 
ruptured and purulent drainage issued. 

The above information is based upon his age at the time of his 

disappearance. 

If you have information regarding the above, please contact, 

wire collect, Stuyvesant A. Pinnell, Chief of Detectives, Police 
Department, County of Nassau, Mineola, New York. 


STUYVESANT A. PINNELL 
Chiet of Detectives 
Police Department 
County of Nassau 
Mineola, N. Y. 


HEART INJURIES FOLLOWING CRASHES 


To the Editor:—Pursuant to the series of articles in 
THE JouRNAL, Jan. 26, with reference to traumatic 
injuries, one of the things that, in my opinion, was 
conspicuous by its absence was a discussion of the 
influence of crash injuries on the heart. These injuries 
may occur in many ways and have been described 
previously in the literature. In a recent group, which 
we studied at the Los Angeles County Harbor General 
Hospital, we found an incidence of at least 27% of 
cardiac involvement in major bodily trauma. Other 
investigators have described higher figures than this. 

I wish to call the attention of physicians to the high 
frequency of complications of this type of crash injury 
so that they may be aware of its occurrence. Adequate 
therapeutic measures in some of these cases are indi- 
cated and may indeed in some instances be lifesaving. 


Irvine |. Lasky, M.D. 
450 N. Bedford Dr. 
Beverly Hills, Calif. 


TONSILS AND FOCAL INFECTION 


To the Editor:—In the lead article in THe JouRNAL, 
Feb. 16, an otolaryngologist resurrects a controversy 
regarded by many authorities as settled. Among the 
listed indications for tonsillectomy is one to eliminate 
“focal infection: metastatic, toxic, or allergic.” This 
advice, if heeded, may undo much of the good brought 
about by general rejection of a theory once widely 
accepted. There is no proof that tonsillectomy cures 
or prevents a variety of systemic diseases. Further- 
more, how does one decide whether a tonsil is chroni- 
cally infected? The statement that tonsillectomy “can 
transform a puny, listless patient into a happy vigorous 
child” is reminiscent of one made by another otolaryn- 
gologist to the effect that universal tonsillectomy in 
childhood would improve the human race. Still another 
one envisioned a laryngologist’s dream of an oncharel 
of tonsil-bearing trees. 
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The author failed to mention publications opposed 
to the concept (Fry, J.: Are All “T’s and A’s” Really 
Necessary? Brit. M. J. 1:124 [Jan. 19] 1957. Reimann, 
H. A., and Havens, W. P.: Focal Infection and Sys- 
temic Disease: Critical Appraisal, J. A. M. A. 114:1-6 
[Jan. 6] 1940). Two more just appeared (Franklin, 
A. W.: Tonsils and Adenoids, Correspondence, Brit. 
M. J. 1:341 [Feb. 9] 1957. Stewart, L: ibid. 1:341 
[Feb. 9] 1957) stating that too many parents and doc- 
tors look on tonsillectomy as an inevitable step in a 
child’s life and that in the great bulk of cases little 
could be found to justify operation. Before advice to 
excise tonsils to cure or to prevent systemic diseases is 
accepted, convincing evidence must be forthcoming. 


Hopart A. Reimann, M.D. 
Binghamton City Hospital 
25 Park Ave. 

Binghamton, N. Y. 


LILLY MEDICAL RESEARCH FELLOWSHIP 
(SOUTH AFRICA) 


To the Editor:—May 1, as honorary chairman of the 
selection committee for the Eli Lilly Medical Research 
Fellowship (South Africa), draw the attention of 
medical practitioners registered in South Africa, who 
may at present be in the United States, to the fact that 
applications may be submitted for the 1957 award of 
this fellowship. The fellowship is for the purpose of 
medical research and is not intended for postgraduate 
clinical study. The net value of the fellowship is $300 
a month for 12 months, plus return traveling expenses 
to the point of study in the United States of America. 
Further details can be obtained from the undersigned. 
The closing date for applications is April 30, 1957. 


H. A. SHAPIRO 
P. O. Box 1010 
Johannesburg, South Africa. 


CARBON TETRACHLORIDE 


To the Editor:—The article “Pursuing the Killers,” in 
Medicine at Work, THe JourNaL, Jan. 12, page 114, 
is excellent but poses an important question. On page 
117, New York City Poison Control Director Harry 
Rabin is quoted as saying that carbon tetrachloride is 
“so vicious that it should be banned from every home.” 
| would like to ask what he would suggest as a substi- 
tute tor this noninflammable cleaning agent? From 
1929 through 1937 I was one of the autopsy surgeons 
to the coroner, Los Angeles County, California. Dur- 
ing that period | performed a few autopsies on persons 
who died of carbon tetrachloride poisoning but per- 
formed a great many more autopsies upon persons 
burned while they were cleaning clothes in gasoline. 
Betore carbon tetrachloride is banned from the home, 
an equally noninflammable and equally cheap sub- 
stitute should be furnished. 


Joun H. Scuaerer, M.D. 
525 S. Flower St. 
Los Angeles 17. 
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CATS AS PETS 


In an age in which the pursuit of conservative traits 
seems increasingly suspect among many human beings, 
the cat stands out as an example of unbridled inde- 
pendence. The cat is the essence of individualism. It 
likes to do things in its own way, in surroundings 
tinged with familiarity. New foods, indeed new ex- 
periences, are viewed with considerable suspicion, evi- 
dence, perhaps, of contrariness. It is certain that the 
little animal will bend its will to no one. 

Experience has taught the cat that few certainties 
exist in a man-conducted world. While the cat is calm- 
ly self-sufficient, it remains fully aware that its his- 
torical role is changing to a point where it is neither 
running for its life nor being threatened with annihila- 
tion. Today, mankind is not a mortal enemy, and, aside 
from the fact that there are always people who “just 
don’t like cats,” the animal is attaining stature as a 
juvenile companion and a household pet. 

The story of the cat is an interesting one. The cat 
became just “cat” about 40 million years ago. Of 
course, it is not the cat we know today, but it had to 
come a long way from the weasel-like creature of the 
Eocene epoch, from which emanated dogs, bears, 
racoons, hyenas, and civets. Actually, cats developed 
from the civet side of the family, being related to the 
saber-toothed tiger. The first truly tamed cats made 
their bow about 3000 B.C., making friends with Near 
East grain farmers, whose storehouses they protected 
from rats and mice. While the cat at first fared well 
in Europe and Egypt, a wrathful slaughter of the ani- 
mal was instituted during the 15th century. Human 
beings were not excluded from the brutal proceedings, 
100,000 of them being burned to death as “witches” 
in Germany alone and 75,000 in France. While human 
beings were slaughtered by the thousands, cats per- 
ished by the millions. Throughout Europe cats were 
burned, impaled, hanged, boiled, flaved, gutted, buried 
alive, dropped from towers, stoned, and stabbed with 
a fervor and a fear that was saturated with psycho- 
pathological hysteria. 

The survival of the cat seems to be due to its own 
resourcefulness and to the courage of a relatively few 
human beings who befriended the animal during the 
15th century. Years later, in the United States, the cat 
contributed to taming the problem of rodents in the 
countryside. World War II found the cat well en- 
trenched in the hearts of Americans. Hardly a military 
Lase was without one or more faithful tabbys. Cats 
were found in factories and shipyards, cats prome- 
naded in air and railroad terminals, cats engaged in 
combat, sailing on the high seas and flying through 
the heavens. 

In the cat world, as everywhere else, the common 
species outnumber the aristocrats. Although there are 
only two basic categories of cat, the long-haired and 
the short-haired, six established breeds with their in- 
dividual varieties are recognized. Persian cats are of 
the long-haired variety; originally, they were called 
Angoras after the Turkish city known as Ankara. This 
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tvpe has long, fluffy hair and a sturdy body. It is 
capable of fun and games that cats traditionally enjoy. 
The Persian cat comes, as the saying goes, in a large 
range of colors—white, black, blue smoke, silver, 
orange, cream, tortoise shell, and tabby. Fanciers in- 
sist that the solid colors be pure. The eves too, should 
have an appropriate shade; hence a white Persian cat 
should have blue eves; a silver Persian, emerald green 
eyes. The most highly touted Persian cats are the 
orange-colored female and the tortise-shell male. Per- 
sian cats are expensive, ranging in price anywhere from 
$50 to several hundred dollars for a top-notch animal. 

The Siamese cat is the most prevalent of the short- 
haired group. At one time the sacred cat of Siam, it is 
now a common breed in that country. The Siamese cat 
is smart and makes a wonderful companion. It is small, 
lithe, neat, leaner than other cats, with a longer tail. The 
fur lies sleek and soft across the body. The Burmese cat 
is a distinct breed, infrequently seen in the United 
States , with a dark brown coat and golden or hazel eyes. 
By nature it is very docile and friendly. The Abyssinian 
cat, placid and affectionate in nature, is also rarely seen 
in our country. The oddest cat of all is the Manx, which 
comes from the Isle of Man in the Irish Sea. The Manx 
is tailless, energetic, resourceful, an excellent hunter of 
rats, mice, and snakes. It fears no dog alive, is small and 
compact, with short forelegs and long hind legs. Fi- 
nally, there is the domestic short-haired cat which 
most Americans cherish. While this breed may not 
meet the exacting standards of the show ring, it is well 
beloved and a feline source of home companionship. 
It has the happy faculty of harmonizing its existence 
with the homes in which it finds itself. 

In the selection of a kitten, an active, playful, perky 
animal is the one to keep in mind. If the kitten re- 
sponds to your call, you will know it is not deaf. 
Make the kitten feel welcome when you bring it home. 
The bed should be warm and dry, comfortably propor- 
tioned, and protected from drafts. A cat will usually 
enjoy the cozy confinement of a box, the only other 
requirement being a pan. The bed should be kept in 
one part of the house, lined with shredded newspaper, 
sand, or sawdust. Cats are extremely tidy creatures, 
and they quickly learn the basic elements of personal 
cleanliness. 

Elemental facts being what they are in the life of 
the cat, each cat is prepared for an encounter with the 
opposite sex. In season, the female is swept by sexual 
desire, seeking to meet a tomcat to assuage her. This 
situation arises several or more times a year, depend- 
ing on the individual cat. When seized with the spirit 
of longing, the female becomes restless, tense, and 
nervous, crying for the tomcat. Sooner or later, the 
tomcat arrives, not as a sole member of his tribe, but 
accompanied by others, from miles around. 

In due time, the mother swells to matronly propor- 
tions, has her litter of kittens, weans them, attends the 
brood less frequently, and gradually leaves them to 
their own. By this time, as often as not, the mother 
may be ready for an additional courtship and more 
kittens. With each episode there is always an impres- 
sive and magnificent picture of life with a cat. The 
life expectancy of a cat is about 12 years—15 is not 
unusual and some cats will reach 21 years of age— 
and that, of course, provides time for many litters. 
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INTERNAL MEDICINE 


Evaluation of Results After the Administration of 
Drugs in the Presence of Resistant Mycobacterium 
Tuberculosis. A. Vicente-Mastellari and R. V. Young. 
Dis. Chest 31:74-83 (Jan.) 1957 [Chicago]. 


There is disagreement as to whether drug therapy 
of tuberculosis should be discontinued once absolute 
resistance is demonstrable. This study analyzes the 
results of the continuation of drug therapy in the 
presence of resistant bacilli. Observations were made 
on 277 patients with active pulmonary tuberculosis, in 
whom Mycobacterium tuberculosis were demonstrable 
in the sputum and/or the gastric washings. At inter- 
vals of 6 weeks the patients were evaluated with re- 
gard to fever, cough, weight, and toxic reactions; x-ray 
films of the chest were made in the posterior-anterior 
direction; and 3 sputum specimens were examined on 
direct smears and after concentration, and when these 
were negative 3 gastric or bronchial washings were 
examined. The drugs chiefly used were streptomycin, 
aminosalicylic acid, and isoniazid, and a limited ex- 
perience with viomycin is also reported. The impres- 
sion was gained that viomycin should not be given 
alone, and it should not replace the other antitubercu- 
lous drugs. Pheumoperitoneum, pneumothorax, thora- 
coplasty, segmental resection, lobectomy, and pneu- 
monectomy were used in addition to drug therapy in 
some patients. 

It was again confirmed that the appearance of re- 
sistance occurs much earlier when the chemoantibiotic 
agents are administered alone than when they are 
given combined with one or more other drugs. It is 
therefore deducted that the administration of a single 
drug in the treatment of tuberculosis is not to be 
recommended. Once absolute resistance is demon- 
strable, there is no clinical or radiologic improvement 
or bacteriological conversion attributable to the con- 
tinuation of drug therapy. The improvement ob- 
tained from the time of appearance of resistances must 
be considered to be due to other factors such as com- 
plete bed rest, compression therapy, or surgery. In 
some cases of resistance to one drug improvement is 
observed on changing to another. In patients who have 
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received more than one drug, the improvement is 
probably due to all drugs until resistance is demon- 
strated, and from then on to those to which the bacilli 
are still susceptible. When the drug therapy was con- 
tinued in the presence of resistances and operations 
were performed, extensions and disseminations were 
practically unknown, particularly if compared with the 
frequency of this type of complication in the preantibi- 
otic era. 

With the administration of isoniazid the clinical 
improvement continues and becomes permanent, in 
spite of the presence of resistant bacilli and even if 
there is no evidence of radiologic improvement or 
bacteriological conversion. With the patient in a better 
general condition and with increased organic resis- 
tance, it is possible to perform surgical procedures 
with success and less possibilities of complications. 
Thus, even in the presence of resistant organisms, the 
chemotherapeutic agents prevent extensions and dis- 
seminations as the result of operations and they stabi- 
lize the lesions in the “good chronics.” Toxic reactions 
to the drugs developed in 4 of the 277 patients (1.4%), 
but only 1 of the 4 suffered permanent damage. 


Primary Pulmonary Hypertension: Review of Litera- 
ture and Results of Cardiac Catheterization in 10 Pa- 
tients. D. W. Chapman, J. P. Abbott and J. Latson. 
Circulation 15:35-46 (Jan.) 1957 [New York]. 


Seven female and 3 male patients between the ages 
of 8 and 36 years with primary pulmonary hyperten- 
sion were studied by clinical evaluation, routine lab- 
oratory procedures, electrocardiographic tracings, tele- 
roentgenograms, and cardiac catheterization. Lung 
biopsy was done in | patient, autopsy in 4, and angio- 
cardiography in 2. Exertional shortness of breath was 
the most distressing symptom in all patients. Only 1 
patient had orthopnea. Six patients had at least 1 
attack of hemoptysis, and 3 had several such attacks. 
Six patients had mild cyanosis. Four patients com- 
plained of syncope related to exertion and 1 had many 
“weak spells” with exertion but no loss of conscious- 
ness. Coughing was noted in 9 patients. Chest pain was 
present in 4 patients and was severe in 2. All except 2 
patients were slender and undernourished. None of 
the patients had systemic hypertension. Teleroentgen- 
ograms and fluoroscopy revealed right ventricular 
hypertrophy, prominent pulmonary arterial segments, 
and frequently dilated pulmonary trees well out into 
the lung parenchyma. Electrocardiographic tracings 
indicated right ventricular hypertrophy in 9 of the 10 
patients. Catheterization was done in 9 patients and re- 
vealed high right ventricular and pulmonary arterial 
pressures in all. The 3 pulmonary capillary pressures 
that were obtained were within normal limits. The 
most characteristic findings of primary pulmonary 
arteriosclerosis on autopsy were those in the lung 
microscopically and in the heart grossly. The heart 
was enlarged as a result of right ventricular hyper- 
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trophy. The lumens of the middle-sized and smaller 
arteries and arterioles in the lung were strikingly re- 
duced in size. There was marked endothelial and sub- 
endothelial proliferation of cells and some thickening 
of the media and adventitia. The capillaries showed no 
changes. Small vellow atheromatous plaques were ob- 
served in the main pulmonary artery in 2 patients. 
Two small hemorrhagic infarcts were found in the 
lungs of 1 patient. 

Progressive exertional shortness of breath, syncope, 
and pain in the left side of the chest with roentgeno- 
graphic and electrocardiographic evidence of right 
ventricular hypertrophy, pulmonary arterial dilation, 
high right ventricular and pulmonary arterial pressure, 
and normal pulmonary capillary pressure in the ab- 
sence of pulmonary disease should be extremely sug- 
gestive of primary pulmonary hypertension. An 
unrelenting downhill course of right ventricular failure 
is usually seen. 


Lupoid Hepatitis. |. R. Niackay, L. I. Taft and D. C. 
Cowling. Lancet 2:1323-1326 (Dec. 29) 1956 [London]. 


Mackay and associates present 7 patients with ac- 
tive chronic hepatitis in whom L. E. cells were dis- 
covered. Six of the patients were women and the 7th 
was a 16-year-old boy. Five were less than 40 years 
old. Three patients had an initial illness closely re- 
sembling acute infectious hepatitis, and 1 of these had 
had intimate nursing contact with acute infectious 
hepatitis. In a 4th patient, a woman aged 29, the 
hepatitis was probably due to alcoholism and malnutri- 
tion; and in the 3 remaining patients the cause was 
obscure. The clinical features presented by these pa- 
tients were those of chronic hepatitis, notably persist- 
ing jaundice, episodes of hepatic precoma or coma, 
enlargement of the liver, considerable enlargement of 
the spleen, and florid spider angiomas. All had strongly 
positive flocculation tests, hypergammaglobulinemia, a 
verv high erythrocyte sedimentation rate, and a low 
prothrombin level, often refractory to vitamin K. All 
the liver biopsies showed fibrosis, nodular regenera- 
tion, and foci of lymphocytes, plasma cells, and _his- 
tiocytes, suggesting persisting liver damage. Apart 
from L. E. cells and other phenomena suggesting dis- 
seminated lupus erythematosus (arthralgias, rashes, 
hemolytic anemia, and nephropathy), most of the pa- 
tients seemed to have cases of classical lupus erythe- 
matosus in regard to distribution of age and sex. 

The authors designated this syndrome as “lupoid 
hepatitis” and believe that this form of chronic hepa- 
titis is related to disseminated lupus erythematosus. 
Viral and possibly nutritional damage to the liver can 
lead to a situation in which liver-cell components be- 
come antigenic either as a result of a change in anti- 
genic pattern or because the pathological condition 
has brought them into an abnormal relation to the 
antibody-producing mechanisms of the body. They 
are not “recognised as self” and are consequently anti- 
genic and stimulate the production of antibodies, 
either circulating or cell-borne. These antibodies can 
react damagingly with liver and other body tissues, 
thereby leading to perpetuation of the hepatitis and 
occasionally to the initiation of lupus erythematosus. 


J.A.M.A., March 30, 1957 


Acute Pulmonary Insufficiency: Diagnosis and Treat- 
ment. G. Miérner, L. Svanberg and S. Belfrage. Nord. 
med. 56:1718-1722 (Nov. 29) 1956 (In Swedish) [Stock- 
holm]. 


In acute pulmonary insufficiency it is necessary to 
know whether the insufficiency depends on disturbed 
ventilation, diffusion, or circulation. In treatment the 
primary purpose is to secure patent airways, if neces- 
sary by intubation or tracheotomy with or without use 
of a respirator or by respirator treatment only. Clini- 
cal control of pulmonary function is of greatest value 
in order that timely measures may be applied. Routine 
control includes continuous clinical observation, blood 
gas analyses from every 2nd to every 12th hour 
in arterial blood, determination of the carbon dioxide 
content of the alveolar air at short intervals (infrared 
analyses) in progressive ventilatory insufficiency, and 
in patients with paralysis the course is followed with 
fractional determinations of the vital capacity. Treat- 
ment of acute pulmonary insufficiency calls for spe- 
cially trained personnel and access to suitable appa- 
ratus for artificial respiration. 


Pulmonary Tuberculosis After Gastric Resection. E. 
Forsberg. Nord. med. 56:1726-1727 (Nov. 29) 1956 (In 
Swedish) [Stockholm]. 


In 1944, Forsberg reported 2 cases of pulmonary 
tuberculosis after gastric resection. He has now ob- 
served 30 such patients, of whom 10 have died. Tuber- 
culosis is to a great extent a battle between tubercle 
bacilli and phagocytes. Gastric resection can favor the 
development of tuberculosis because of impairment of 
the protein digestion and leukopoiesis. A falling leuko- 
cyte count can be a sign of lowered phagocyte defense 
and should be met by intensive antiachylic therapy to 
prevent tuberculosis and other infectious diseases. 
Chemotherapy must be applied conservatively in these 
patients in order to prevent leukopenia with conse- 
quent weakening of the phagocytic defense against 
infections. Gastric resection should be performed only 
on pressing indication. The lungs should be examined 
before the operation, and postoperatively they should 
be reexamined annually or in case of disquieting 
symptoms. 


Hunger Diet on Alternate Days in Alimentation of the 
Elderly. E. Arias Vallejo. Rev. clin. espan. 63:25-28 
(Oct. 15) 1956 (In Spanish) [Madrid]. 


Starting with a review of the results of experiments 
in animals with the hunger diets, as reported by Amer- 
ican investigators, Arias Vallejo made observations 
with the hunger diet in the elderly. The experimental 
observations lasted 3 years. One hundred twenty per- 
sons of either sex who lived in a residential home for 
the elderly were observed. The persons were over 75 
vears of age and were healthy. They were placed in 
2 groups of 60 persons each (the group of the experi- 
ment and the control group). The experimental! group 
received a diet consisting of 2,300 calories (50 Gm. of 
proteins and 40 Gm. of fat) on alternate days; on the 
other day they consumed only t liter of milk and 500 
Gm. of fresh fruit. Persons in the control group re- 
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ceived a diet consisting of 2,300 calories (50 Gm. of 
proteins and 40 Gm. of fat) every day. At the end of 
3 years the number of days on which persons in either 
group had reported to the hospital department of the 
home was twice as great for persons in the control 
group as for those who were on the hunger diet. The 
incidence of cardiovascular disease, malignant neo- 
plasms, congestive cardiac insufficiency, and bron- 
chitis were more than twice as high for the persons in 
the control group. The death rate in general and the 
frequency of myocardial infarction and congestive 
cardiac insufficiency as the cause of death were over 
twice as high for the controls as for the persons on the 
hunger diet. The results of the experimental observa- 
tion showed that the hunger diet on alternate days 
maintains a feeling of well-being in the elderly and 
prolongs the health and life span. 


Compound Disturbance of the Bone-Marrow (The 
Myeloproliferative Disorders). C. R. Croft. Lancet 
2:1332-1334 (Dec. 29) 1956 [London]. 


Croft presents the case of a woman in whom myelo- 
sclerosis, polycythemia, myeloid leukemia, and _vita- 
min By» deficiency have all been demonstrated 
between 1943 and 1956 and who now, at the age of 
67, lives in moderately good health. This case illus- 
trates the basic unity of the first 3 of these conditions 
and shows that myelosclerosis and leukemia are not 
merely terminal phases of polycythemia, although 
they may be the more lethal elements in a disorder in 
which one or the other may predominate during a part, 
or the whole course, of the disease. 


Present Status of Diagnosis and Treatment of Pheo- 
chromocytoma. U. S. von Euler and G. Strom. Circula- 
tion 15:5-13 (Jan.) 1957 [New York]. 


Urine analysis was carried out in 17 female and 18 
male patients between the ages of 6 and 61 years with 
pheochromocytoma in whom the location and the 
nature of the tumor was confirmed at operation, and 
in most of them also by microscopic examination. The 
catecholamine excretion in the urine was increased in 
all the patients who showed clinical signs of a tumor 
that secretes chromaffin cell hormones (norepinephrine 
and epinephrine). There was good agreement between 
the proportion of norepinephrine and epinephrine in 
the tumor and in the urine. While norepinephrine was 
increased in the urine of all the patients with secreting 
tumors, epinephrine was increased only in certain 
patients. An increased content of epinephrine was not 
found alone in the urine or in the tumor in any of the 
patients with pheochromocytoma. Norepinephrine is 
normally excreted in urine in amounts of 20 to 40 
meg. per 24 hours. The lowest 24-hour values of 
urinary catechol amines associated with proved 
tumors varied between 104 and 109 mcg. The 
urinary excretion exceeded 300 mcg. per 24 hours 
in 32 of the 35 patients. A daily excretion of 100 to 
200 mcg. of norepinephrine may be regarded as the 
lower limit for the diagnosis of a clinically active 
pheochromocytoma. Determination of the urinary out- 
put of catechol amines is considered the most con- 
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venient, safe, and accurate method for detection and 
diagnosis of pheochromocytoma, although pharmaco- 
logical tests with either provocative agents such as 
histamine and methacholine chloride (Mecholyl) or 
blocking agents such as benzodioxane hydrochloride, 
dibenamine, and phentolamine (Regitine) hydrochor- 
ide may still be helpful in establishing the correct 
diagnosis of such a tumor. 

Selective venous catheterization at different levels 
of the vena cava with analysis of the blood obtained 
was performed in 3 of the 35 patients. It revealed a 
sufficiently high concentration of catechol amines to 
allow a relatively precise estimation, thus aiding in the 
localization of the tumor. 

Adequate treatment of pheochromocytoma consists 
of complete surgical removal of the tumor. Antisym- 
pathomimetic agents (benzodioxane, dibenamine, or 
preferably phentolamine) can be used temporarily to 
combat a spontaneous paroxysmal attack, or an attack 
provoked by pharmacological diagnostic stimulation 
or diagnostic palpation, or by the anesthesia and the 
manipulation of the tumor in the course of surgical 
intervention. The urinary output of catechol amines 
should be determined after the operation in order to 
ascertain the completeness of the surgical treatment. 


A Clinical Trial of Carbutamide (BZ-55) in the Dia- 
betic Clinic. W. P. U. Jackson, G. C. Linder, J. B. 
Herman and others. South African M. J. 30:1227-1230 
(Dec.°22) 1956 [Cape Town, South Africa]. 


Carbutamide was given to 31 patients with diabetes 
mellitus who had been admitted to hospital. All but 3 
had diabetes of the “mild maturity-onset” type and 
had previously been treated with small doses of in- 
sulin or with diet only. Two patients had severe 
diabetes with a tendency to ketosis, and 1 had diabetes 
of moderate severity. As a rule, administration of in- 
sulin was discontinued several weeks before carbu- 
tamide was tried. The diet was not usually altered, 
but a few patients were placed on a more liberal diet. 
On the first day 2.5 Gm. of carbutamide was given, 
1.5 Gm. the next day, and 1 Gm. thereafter. Fifty- 
gram glucose tolerance tests were performed on pa- 
tients who had taken a high carbohydrate diet for 1 
week. 

Of the 28 patients with mild diabetes, all but 3 
showed a distinct response to the drug by reduction 
of the blood sugar level on repeated occasions and 
simultaneous reduction of sugar in the urine or im- 
provement of glucose tolerance. There was also symp- 
tomatic improvement of such complaints as pruritus 
vulvae and loss of energy in some of the patients with 
a recent diagnosis of diabetes. Before the institution 
of carbuitamide therapy the mean blood sugar reading 
was 182 mg. per 100 cc.; it was 124 mg. per LOO ce. in 
the course of carbutamide therapy. The difference be- 
tween these 2 mean values is highly significant, but 
the mean value of 124 suggested that the fasting blood 
sugar level was still too high in many patients. The $ 
patients with mild diabetes who did not respond to 
carbutamide were middle-aged, and the duration of 
their diabetes was not longer than 10 and in some less 
than 3 years. None of the patients had significant vas- 
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cular or infectious complications. One patient with 
severe diabetes showed a definite response to carbu- 
tamide and withstood a withdrawal of insulin, al- 
though the efficacy of carbutamide seemed to wane 
after a few weeks’ treatment with this drug. The other 
patient with severe diabetes and the 1 with moderate- 
ly severe disease were therapeutic failures. 

The patients did not show a particular tendency to 
gain or lose weight when treated with carbutamide. 
Although 25 of the 28 patients with mild diabetes 
showed some response to carbutamide, perfect con- 
trol of the disease was obtained in only a few patients, 
while a postabsorptive rise occurred in the others. 
Carbutamide did not exert an effect on the blood 
urea, liver function, or serum cholesterol. Minor 
rashes were observed in 2 patients. The total white 
blood cell count was depressed to below 5,000 per 
cubic centimeter in only 2 patients, 1 of whom had a 
total agranulocytosis and became severely ill. Treat- 
ment with carbutamide should not be started outside 
a hospital in which special trials are being conducted. 


SURGERY 


Experiences After 500 Resections for Bronchial Carci- 
noma. G. Salzer and P. Wurnig. Beitr. klin. Chir. 
193:369-388 (No. 4) 1956 (In German) [Munich, Ger- 
many]. 


The authors surveyed the results of the surgical 
treatment of bronchial carcinoma after Professor Denk 
had performed his 500th pulmonary resection for 
bronchial carcinoma. Their chief aims were to ascer- 
tain whether the proportion of patients requiring ex- 
ploratory thoracotomy could be reduced and whether 
palliative resection was justified. To realize the first 
aim, the roentgenologic aspects of operable and inop- 
erable lesions were compared. All patients who had 
clinical signs of distant metastases or signs of nerve 
paralysis or who had been proved inoperable by 
bronchoscopy and therefore would not have been 
subjected to thoracotomy were excluded. The studies 
reported were made on 914 patients who seemed 
operable on the basis of clinical studies. These were 
divided into 190 with peripheral carcinoma and 724 
with central carcinoma. Of the 190 with peripheral 
carcinoma, 152 were subjected to resection and 38 to 
thoracotomy. The 724 patients with central carcinoma 
were divided into 7 subgroups. Of 198 with small cen- 
tral carcinoma, 154 were subjected to resection and 
44 to thoracotomy; the figures for resection and thora- 
cotomy were 20 and 24, respectively, in 44 patients 
with carcinoma in the apical upper lobe segment of 
the so-called mediastinal type; 63 and 40 in 103 pa- 
tients with carcinomatous infiltration of the stem 
bronchi entering a lobe; 106 and 127 in 233 patients 
with lobar atelectasis; 35 and 75 in 110 patients with 
roentgenologically visible enlargement of the hilar 
lymph nodes with variously located tumors; 4 and 21 
in 25 patients with carcinoma of a branch bronchus; 
and 5 and 6 in 11 patients with carcinoma of the main 


J.A.M.A., March 30, 1957 


stem bronchus. Except for 1 numerically small group, 
the percentage of patients amenable to resection was 
never below 32. 

Among the patients with roentgenologically demon- 
strable enlargement of the lymph nodes, the life ex- 
pectancy of those subjected to resection was not better 
than in those in whom thoracotomy was performed, 
but it should be remembered that in 11% of these 
patients the lymph-node enlargement was due _ to 
chronic inflammation rather than to neoplastic infiltra- 
tion. The operative mortality of patients undergoing 
resection varied in the different subgroups, reaching 
a maximum of 30%. Careful analysis of the data re- 
vealed that by restricting operations, a number of pa- 
tients, even some of those with advanced lesions, 
would be deprived of a chance of cure, even though 
this chance might be slight. Patients with roentgeno- 
logically demonstrable enlargement of the hilar lymph 
nodes might be regarded as least amenable to surgical 
treatment, but since even these include 11% with non- 
neoplastic enlargement, operation should be carried 
out, particularly in those with disintegrating tumors or 
with severe inflammation peripheral to the tumor sten- 
osis, because in these patients non-neoplastic enlarge- 
ment of the lymph nodes is likely. Since the incidence 
of thoracotomy increases with the roentgenologic pro- 
gression of the tumor, earlier diagnosis would not only 
reduce this incidence but would also increase the per- 
centage of operability. The authors reject palliative 
resection, because it does not prolong life expectancy 
over that resulting from thoracotomy and vet involves 
a greater operative risk. 


Cancer of Lung. O. Cames, A. Cesanelli and J. J. Bo- 
retti. An. Cir. 21:61-66 (June) 1956 (In Spanish) [Ro- 


sario, Argentina]. 


Nine hundred fifty patients with cancer of the lung 
were observed. Two hundred forty-nine were in the 
operable stage and had a resection or a lobectomy. 
One hundred four patients were in the inoperable 
stage, as shown by the results of an exploratory thora- 
cotomy. In symptomatic forms, the time elapsed be- 
tween the appearance of the symptoms and consulta- 
tion with the doctor averaged 4 months. Of 118 pa- 
tients who underwent pneumonectomy, 25 died during 
or shortly after the operation. The cause of death of 
these patients was myocardial infarction, cerebral 
hemorrhage, or respiratory insufficiency after the oper- 
ation. Among the 93 patients undergoing pneumo- 
nectomy who survived the operation, 69 died after 
from 3 months to more than 2 years. The period of 
survival up to the present time for 24 patients who 
underwent pneumonectomy is between | and 3 years 
in 11 patients, between 3 and 5 years in 6, more than 
5 years in 4, more than 7 years in one, and more than 
10 years in 2. Of the 27 patients who had a lobectomy, 
11 died of causes related to the operation. Among the 
16 patients who survived lobectomy, 7 died during the 
first year after the operation and 3 within the first 2 
years. Four patients are alive up to the present time 
for a period of several months up to 2 years after the 
operation and 2 for more than 3 years. The results 
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show that surgery of cancer of the lung gives a higher 
survival rate to an appreciable percentage of patients. 
Of the patients with cancer of the lung operated on by 
the author in 1951, 17% are alive 5 vears after the 
operation, without any symptoms, recurrences, or 
metastases. 


Hiatal Hernia Treated by Transection of the Phrenic 
Nerve: Report of 49 Cases. W. Bates and J. Egoville. 
Rhode Island M. J. 39:678-680 (Dec.) 1956 [Provi- 
dence]. 


Forty-nine patients with hiatal hernia involving the 
stomach were treated by phrenicotomy. The patients 
were aged 32 to 74 vears, and there were 8 times as 
many women as men. Epigastric and substernal pain, 
flatulence, and heartburn were the symptoms, which 
had been present in the patients for vears. Hemateme- 
sis and gastric bleeding were infrequent. The symp- 
tomatology was due to the regurgitation of the gastric 
contents into the terminal esophagus. The results ob- 
tained by phrenicotomy were excellent and good in 
41 patients (93%). The complications caused by regur- 
gitation, such as ulceration, hemorrhage, perforation, 
and stenosis, should be treated early and definitively 
by transection of the phrenic (left) nerve in the neck 
with its accessory branch, if present. Phrenicotomy is 
a safe and simple operation. The clinical results and 
x-ray reduction of the hernia are compared to those 
by more radical surgical procedures, without the 
mortality, morbidity, and recurrence rate. 


Arterial Homografts for Peripheral Arteriosclerotic 
Occlusive Disease. M. E. De Bakey, E. S$. Crawford, 
O. Creech Jr. and D. A. Cooley. Circulation 15:21-30 
(Jan.) 1957 [New York]. 


Lyophilized arterial homografts were used to bridge 
arteriosclerotic occlusive lesions below the aortic bi- 
furcation in 145 lower extremities of patients with 
chronic arterial insufficiency. Substitution of an arterial 
homograft for the obstructed segment may be accom- 
plished by either of 2 techniques. The occlusion may 
be completely excised and replaced by a graft, or a 
graft can be used to by-pass the occlusion by suturing 
the graft end-to-side both above and below the occlu- 
sion. The former method was used in short discrete 
lesions and the latter for longer occlusive segments in 
those patients who were operated on in the earlier 
phase of the authors’ study. More recently, and be- 
cause the end-to-side by-pass procedure had proved 
superior, it was employed almost exclusively. 

The occlusion involved the iliac artery in 79 and the 
femoral artery in 66 of the 145 extremities operated 
on. Excision and grafting were performed in 30 ex- 
tremities, 18 with iliac and 12 with femoral arterial 
occlusion. The by-pass procedure was used in 115 
extremities, 61 of which had iliac and 54 femoral ar- 
terial occlusion. A pulsatile blood flow distal to the 
occlusion was successfully restored and all symptoms 
were relieved in 130 (90%) of the 145 extremities. 
About 15 to 20% of the patients were candidates for 
immediate or early amputation. Amputation was pre- 
vented in all but 1 patient whose foot had already 
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been destroyed before the operation. There were 2 
deaths in the hospital from coronary thrombosis, and 
2 low thigh amputations were later required after 
failure of excision and grafting. The preoperative cir- 
culation was unaltered in the 11 patients in whom the 
by-pass operation was unsuccessful. 

The use of arterial homografts as a method of direct 
attack was prompted by the results of arteriographic 
studies, which showed that the occlusive lesion was 
localized and discrete with a patent vessel above and 
below it in most of the patients. This pathological 
feature of the disease suggests that it is possible to 
restore distal circulation immediately in most of these 
patients by direct surgical means and thus assure im- 
mediate relief of symptoms, healing of cutaneous 
lesions, and prevention of amputation. This was con- 
firmed by the excellent results obtained by the authors. 


Major Arterial Grafting in 169 Consecutive Cases: A 
Preliminary Report on Incidence of Success and 
Failure. A. W. Humphries, V. G. deWolfe and F. A. 
LeFevre. A. M. A. Arch. Surg. 74:65-70 (Jan.) 1957 
[Chicago]. 


The authors present a preliminary report of the 
results in 169 arterial grafts, all but one of which were 
freeze-dried homografts sterilized in ethylene oxide. 
The longest follow-up was 27 months. Of the 169 
grafts 102 were in the aortoiliac region, 63 were femo- 
ropopliteal, 3 were of the renal arteries, and 1 was in a 
carotid artery. The unusually large number of femoral 
grafts are explained by the many femoropopliteal 
grafts attempted in order to prevent amputation. The 
results are analyzed with regard to initial success, con- 
tinued success, initial failure, and late failure. An 
initially successful graft is one in which a pulse ap- 
peared in the proper locations distal to the graft fol- 
lowing surgery. Initial failure is defined as a graft in 
which no pulses were present and no oscillometric 
improvement could be demonstrated postoperatively. 
A continued success is characterized by an asympto- 
matic patient with palpable pulses to the present time. 
In late failure the graft failed at some time following 
the patient's discharge from the hospital. 

There were 24 initial failures, 20 of which occurred 
in femoropopliteal grafts. The commonest cause of 
initial failure has been an inadequate exit flow below 
the graft. There were 5 late failures and 18 deaths. It 
is believed that 10 of the 18 deaths were the result of 
the graft procedure and that 8 were due to conditions 
associated with major surgery but not specifically due 
to the arterial graft. Of the 10 patients whose deaths 
were attributed to the grafting procedure, 3 had de- 
veloped retroperitoneal infection with erosion of the 
graft and a fatal massive hemorrhage. The remaining 
7 developed a leak in the graft postoperatively and 
died because of hemorrhage. The continued success 
rate is 72%. The most significant study in preoperative 
evaluation of the patient and his chances for success- 
ful grafting is through adequate angiography. Angio- 
grams should be made of all gangrenous and pregan- 
grenous limbs, since approximately 50% of apparently 
irretrievable limbs can be saved by arterial grafting. 
The 81% continued success rate in elective cases en- 
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courages the belief that arterial grafting will continue 
to be useful in the treatment of arteriosclerosis 
obliterans that involves the large peripheral vessels 
and in the treatment of arteriosclerotic aneurysms. 


A Comparison of Heparin and Bishydroxycoumarin 
(Dicumarol) as Anticoagulants: Resistance to Tissue 
Thromboplastin. R. Warren and J. S. Belko. A. M. A. 
Arch. Surg. 74:50-58 (Jan.) 1957 [Chicago]. 


In instances where anticoagulant effect is needed 
immediately or in which it is required for a few days 
(less than 4) only, heparin is the choice because of the 
early appearance and quick disappearance of its effect. 
If a long-term effect is needed over a matter of weeks. 
bishydroxycoumarin (Dicumarol), or a drug with simi- 
lar action, is widely used. The decision as to which 
drug is to be emploved when the duration of therapy is 
to be a matter of 1 or 2 weeks, a situation that is com- 
mon in the therapy of thromboembolism, is not so 
simple. Heparin seems to act as an antithrombin and 
antiprothrombin agent and an inhibitor of platelet 
agglutination; bishvdroxycoumarin seems to be an in- 
hibitor of prothrombin and of factor VIT (proconvertin) 
formation. The authors cite difficulties that are en- 
countered in experimental studies with these 2 drugs. 
They feel that, despite the objections against an in 
vitro tvpe of test, there is a place for an investigation 
of the resistance to a common tissue thromboplastin 
of human bloods made hypocoagulable to so-called 
therapeutic levels either by heparin or by bishydroxy- 
coumarin. Dicumarolized and heparinized bloods were 
tested for resistance to varying amounts of tissue 
thromboplastin by the determination of coagulation 
times and recalcification times. By both methods blood 
heparinized to a coagulation time of 30 minutes was 
markedly superior in anticoagulant effect to blood 
dicumarolized to a prothrombin activity of 20% to 30% 
and slightly, but definitely, superior to that dicumarol- 
ized to a prothrombin activity of 10% to 20%. It ap- 
pears that heparin should be used when the choice 
between heparin and bishydroxycoumarin is even from 
the point of view of convenience and duration of anti- 
coagulant administration. The inference that heparin 
is a better anticoagulant than bishydroxycoumarin 
should not mean, however, that heparin, at the present 
time, should replace bishydroxycoumarin where long- 
term anticoagulants are needed. 


The Post-Commissurotomy Syndrome. k. \laddox and 
J. Saxton. Australasian Ann. Med. 5: 268-273 (Nov.) 
1956 [Sydney, Australia]. 


The term poste irotomy syndrome has been 
applied to a phenomenon observed after about 10% of 
operations on the mitral valve; it has also been desig- 
nated as “pleuropericarditis” and the “pericardotomy 
syndrome.” This syndrome has not received sufficient 
attention. The authors present the history of a 52-year- 
old woman in whom the syndrome developed after an 
operation on the mitral valve. The syndrome consists 
of chest pain, fever, and joint pain, with evidence of 
pleural and pericardial irritation. The syndrome fol- 
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lowed 20 operations on the mitral valve among 218 
operations at the Royal Prince Alfred Hospital, Syd- 
ney. These episodes may follow immediately or some 
weeks after the operation, and indirect evidence sug- 
gests that they represent reactivation of the rheumatic 
state provoked by operation. They do not appear to 
follow other types of operation on patients with rheu- 
matic heart disease and frequently occur many vears 
after the last experience of acute rheumatism. 

Although the number of cases observed by the 
authors themselves is too small for statistical analysis, 
a review of the literature suggests that there is no 
relationship between the syndrome and (1) the age or 
sex of the patient, (2) histological evidences of rheu- 
matic activity in biopsy of the auricular appendix, (3) 
the difficulty of the valvotomy, (4) the preoperative 
history of acute rheumatism, or (5) the bacteriology of 
the pharynx. The syndrome is almost never fatal, and 
so far does not seem to influence adversely the satis- 
factory outcome of mitral valvotomy. Symptoms and 
fever can be abated by the use of cortisone, but re- 
lapse can occur on its withdrawal. No satisfactory 
objective test exists at present to assist in forecasting 
this complication, but the test for C-reactive protein is 
promising and deserves further investigation. Postop- 
erative penicillin prophylaxis, as advocated by Ameri- 
can workers, was not used by the authors. 


Patent Ductus Arteriosus in Infancy. S. R. Bauersfeld, 
P. C. Adkins and E. M. Kent. J. Thoracic Surg. 33:123- 
134 (Jan.) 1957 [St. Louis]. 


A diagnosis of patent ductus arteriosus was made 
and confirmed by operation or autopsy on 55 girls and 
19 boys of all ages at the Children’s Hospital of Pitts- 
burgh. Of these children, 22 were aged less than 2 
years. A continuous murmur was heard in 9 of the 22; 
12 of the remaining 13 had only a systolic murmur 
located along the left sternal border. The thrill and 
murmur were of maximal intensity in the pulmonic 
area of most of the infants but along the left sternal 
border in 3. All showed roentgenographic evidence of 
cardiac enlargement and increased pulmonary vas- 
cular markings. The electrocardiogram showed marked 
variation; the axis was normal in 16; 3 had left ven- 
tricular and 2 right ventricular hypertrophy; and 1 
had a left axis deviation and no evidence of ventric- 
ular hypertrophy; 11 showed no evidence of hyper- 
trophy in the precordial leads. Right axis deviation 
and right ventricular hypertrophy were observed in 5 
infants. Four of the 7 infants with right ventricular 
hypertrophy had additional cardiac anomalies. The 
absence of a continuous murmur in 13 of the 22 made 
it impossible to differentiate a patent ductus arteriosus 
from other lesions causing a left-to-right shunt, par- 
ticularly from a high ventricular septal defect. Addi- 
tional studies such as angiography and retrograde 
aortography were indicated. The diagnosis of patent 
ductus arteriosus was established by a_ retrograde 
aortogram in 9 infants. Two of the 22 died before any 
definitive procedure could be carried out. The others 
were operated on. Two of these died within 3 months 
after operation; 1 was found to have a large residual 
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interatrial septal defect and the other had a coarctation 
of the aorta and an associated patent ductus proximal 
to the coarctation. Postoperative follow-up on the 
remaining 18 infants for 1 to 27 months revealed that 
all have gained weight satisfactorily, have been less 
prone to respiratory infections, and have been less 
irritable. 

Persistent patency of the ductus arteriosus is most 
frequently asymptomatic during infancy and early 
childhood, but in some infants a patent ductus arterio- 
sus may cause failure to gain weight, respiratory in- 
fections, and cardiac enlargement. Operative proce- 
dures for closure of septal defects were not available 
to the authors when these infants were seen. Conse- 
quently, retrograde aortography was considered more 
practical than cardiac catheterization to establish the 
presence or absence of a patent ductus arteriosus in 
small infants. If an infant has a left-to-right shunt at 2 
levels, such as an interventricular septal defect and 
a patent ductus arteriosus, these have an additive 
effect. Definite benefit, therefore. may be obtained by 
closure of the patent ductus arteriosus. A diagnosis of 
patent ductus arteriosus should be considered in non- 
cyanotic infants with a systolic murmur and a history 
of poor weight gain. The diagnosis may be established 
by retrograde aortography if there is evidence of in- 
creased pulmonary vascularity and cardiac enlarge- 
ment. Surgical closure can be performed and a normal 
cardiovascular status restored in infants in whom a 
patent ductus arteriosus is demonstrated. 


NEUROLOGY & PSYCHIATRY 


Cerebral Palsy: Forms of Spastic Paralysis, Frequency, 
and Causes. O. S. Thomsen. Bibl. lager 148:177-222 
(No. 4) 1956 (In Danish) [Copenhagen]. 


In a series of 97 cases of cerebral palsy, 4 were 
hereditary, 6 were associated with anomalies of de- 
velopment, 25 were presumably due to lesions of 
pregnancy, 47 were probably due to birth trauma, 6 
followed rhesus incompatibility, 4 followed enceph- 
alitis, 2 followed meningitis, 2 followed skull fracture 
with cerebral hemorrhage, and 1 was due to acute 
infantile hemiplegia. Injuries during pregnancy were 
due to infectious or toxic conditions, deficiency dis- 
eases, and constitutional diseases in the mother, espe- 
cially those causing anoxia of the fetus and bleeding 
during pregnancy. Trauma at birth occurred mainly 
in combination with protracted delivery, abnormal 
position of the fetus, birth with the umbilical cord 
about the neck, and, less often, forceps delivery. 
Heavy birth weight seems to be a significant factor, 
particularly if associated with some complication. The 
most important factors in the origin of anomalies of 
development are the age of the mother, possible 
hormonal disturbances, and possibly roentgen therapy 
or roentgenography before or early in pregnancy. 
Rhesus incompatibility with sequelae after kernicterus 
is a cause of the disease. Prevention and treatment of 
gestoses and optimal nutrition, including adequate 
amounts of vitamins, especially A, D. E, and K, are 
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important prophylactic measures. Infectious condi- 
tions during pregnancy must be recognized and 
treated, and all conditions that can lead to reduction 
of the oxygen tension in the fetal blood, such as heart 
disease and anemia, must receive attention. The author 
cautions against deep narcosis in obstetrics. 


GYNECOLOGY & OBSTETRICS 


Adrenal-like Tumor of the Ovary (Masculinovoblas- 
toma). J. P. Palmer and G. M. Waldrop. Obst. & 
Gynec. 9:44-47 (Jan.) 1957 [New York]. 


The authors report a case of masculinovoblastoma in 
a 32-vear-old single, nulligravidous woman. At the age 
of 23 she noted abrupt cessation of menses and begin- 
ning development of hirsutism, which continued until 
the time of her admission to hospital. She was given 
20 x-ray treatments to the pituitary at the age of 25 
because of intermittent diplopia and headaches. Im- 
provement in these symptoms resulted, but there was 
no change in the amenorrhea or hirsutism. On admis- 
sion, the patient was markedly obese with a general- 
ized hirsutism and a husky voice. The clitoris was 
enlarged. The blood pressure was 230/180 mm. Hg 
initially but fluctuated between this figure and 
150/110 mm. Hg, with one reading of 120/80 mm. 
Hg. Laparotomy was performed, and the left ovary 
was found to be greatly enlarged, with a peculiar yel- 
low appearance where the tumor had broken through 
the ovarian capsule but not through the peritoneum. 
The right ovary was small, completely fibrotic, and 
pale. The uterus and the tubes were normal. A bi- 
lateral oophorectomy was performed. The pathological 
diagnosis was of a “malignant teratoma.” The tumor 
was described as being composed of large epithelial 
cells with a poorly staining protoplasm and vesicular 
nuclei resembling the cells found in a hypernephroma. 
Other sections showed a tumor composed of spindle 
cells invading the ovarian stroma. The tissue was 
subsequently reviewed by several pathologists, who 
felt that it was consistent with “luteoma.” 

The patient almost immediately began to lose some 
of her hirsutism. She no longer had abnormal body 
hair at the time of this report but continued to shave 
the somewhat lessened facial hair. The clitoral en- 
largement decreased and her voice was less husky. 
Ten vears after the oophorectomy there was no change 
in the obesity and no change in the blood pressure. 
This case is believed to be the 27th case of masculino- 
voblastoma reported in the English-language literature. 


Primary Ovarian Carcinoma. G. ]. Carlin and R. J. 
Frodey. Obst. & Gynec. 9:71-76 (Jan.) 1957 [New 
York]. 


One hundred thirty-three patients between the ages 
of 15 and 75 vears with primary carcinoma of the 
ovary were operated on at Mercy Hospital, Pittsburgh, 
between 1921 and 1950. The highest incidence of car- 
cinoma of the ovaries was observed in patients be- 
tween the ages of 35 and 65 vears. The most common 
symptoms were abdominal swelling and pain in the 
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lower part of the abdomen. Eighty-nine (66%) of 
the tumors were papillary cystadenocarcinomas. The 
Helsel clinical classification was used to correlate the 
extent of the disease and type of treatment with the 
prognosis. The patients were subdivided in 4 groups. 
Group 1 consisted of 21 patients whose lesions were 
confined to one ovary; the lesions were removable and 
there was no gross involvement of any other structure. 
Group 2 included 21 patients with bilateral ovarian 
lesions with extension but still removable. Group 3 
included 40 patients with unremovable extension or 
metastases and those in whom the cyst or tumor rup- 
tured during removal. Group 4 included 51 patients 
with lesions unremovable because of extensive involve- 
ment of adjacent structures or with distant metastases. 

An exploratory laparotomy was performed in 45 
patients, hysterectomy with bilateral salpingo-oophor- 
ectomy in 38, bilateral salpingo-oophorectomy in 30, 
and unilateral salpingo-oophorectomy in 20. Eleven of 
the patients in group 1, 12 in group 2, 22 in group 3, 
and 9 in group 4 received radium therapy or x-ray 
treatment or both. Thirteen of the 21 patients in 
group | survived for 5 and 8 for 10 years. Eleven of 
the patients in group 2 survived for 5 and 5 for 10 
years. Seven of the patients in group 3 survived for 
5 and 5 for 10 years. None of the patients in group 
4 survived for 5 years. Only 3 of 18 patients who 
underwent hysterectomy and_ bilateral salpingo- 
oophorectomy without irradiation therapy survived 
for 5 years, as compared to 11 of 18 patients who re- 
ceived irradiation supplementing operation. Thirty- 
one (23.3%) of the 133 patients survived for 5 years, 
and 18 (18.5%) survived for 10 years. 

Clinical grouping of the disease should be done to 
evaluate treatment and survival. Treatment should 
consist of total hysterectomy, bilateral salpingo- 
oophorectomy, and removal of omentum followed by 
‘rradiation. Bilateral salpingo-oophorectomy should be 
»erformed on patients with extensive pelvic involve- 
ment and incomplete removal of the tumor, and the 
uterus should be allowed to remain for radium and 
deep x-ray therapy. Routine pelvic examination does 
not seem to be the answer for early diagnosis, but at 
the present there is nothing better to offer. Any post- 
menopausal ovarian enlargement or any ovary over 
5 cm. in diameter that persists over several months 
should be investigated by an exploratory laparotomy. 


Carcinoma of the Cervix Uteri: 10-Year Study with 
Comparison of Results of Irradiation and Radical Sur- 
gery. R. S. Clayton Sr. Radiology 68:74-79 (Jan.) 1957 
[Syracuse, N. Y.]. 


Clayton reports studies on 231 patients with invasive 
carcinoma of the uterine cervix observed over the 10- 
vear period ending 1953 at Parkland Memorial Hos- 
pital, Dallas, Texas. Six patients received both surgical 
treatment and irradiation. The diagnosis was estab- 
lished histologically in all patients. Of the 200 patients 
receiving irradiation therapy, 194 had epidermoid 
carcinoma and 6 had adenocarcinoma. Nine patients 
were treated by irradiation for recurrent cancer. Of the 
191 patients who received their initial irradiation 


J.A.M.A., March 30, 1957 


treatment at the author's hospital, 24 had stage 1, 29 
stage 2, 75 stage 3, and 63 stage 4 carcinoma. Various 
combinations of external and transvaginal roentgen 
irradiation and intracavitary and interstitial radium 
therapy were employed during the 10-year period, 
the radiology service being directed consecutively by 
4 different radiologists. It was not possible to correlate 
the results with the method of irradiation. There were 
no deaths attributable to irradiation, but serious com- 
plications requiring treatment developed in 8 of the 
200 patients and moderate complications in 29. The 
absence of mortality and the low morbidity is the 
more striking if it is considered that over 70% of the 
patients had advanced (stage 3 and 4) cancer. Twenty- 
nine (26.4%) of the 110 patients, who were irradiated 
during the first 5 years of the period, have survived 
more than 5 years. Thirteen of 16 with stage 1 car- 
cinoma survived for 5 years; the corresponding figures 
for those with stage 2 carcinoma were 6 of 15; with 
stage 3, 8 of 42; and with stage 4, 2 of 37. The results 
of irradiation with regard to the stages of the car- 
cinoma were comparable to those reported from other 
centers. The relatively low over-all cure rate is ex- 
plained by the high percentage of stage 3 and 4 cases. 

Of the 37 patients treated surgically, 2 underwent 
pelvic exenteration and the other 35 were treated by 
radical hysterectomy and pelvic lymphadenectomy. 
Five of the 37 patients died as the result of the opera- 
tion, and 8 died of recurrences less than 2 years after 
the opemtion. The 5-year survival rate cannot be 
ascertained for the surgically treated patients because 
the time elapsed is too short in many of these patients. 
No evidence of cancer was found in the surgical speci- 
mens of 13 of the patients undergoing hysterectomy 
and pelvic lymphadenectomy; 5 of the 13 had received 
irradiation. No patient survived in whom the operative 
specimen showed spread of cancer beyond the cervix 
proper. The mortality was too high, as was the inci- 
dence of operative complications. The fact that hos- 
pital stay per patient in the surgical group was twice 
that in the irradiated group indicates that surgery is 
much more expensive for the patient, while the high 
proportion of operative specimens showing no cancer 
suggests that operation is often unnecessarily per- 
formed. The author believes that the best features of 
surgical treatment and of irradiation should be com- 
bined. This would involve surgical removal of the 
uterus and adnexa and uniform irradiation of the po- 
tentially cancer-bearing areas of the pelvic floor and 
walls by mould technique, with the rectum and blad- 
der protected with appropriate shields and the small 
intestine displaced out of the pelvis during the treat- 
ment period. Such a method is under development. 


The Diagnosis of Fetal Sex During Pregnancy. D. M. 
Serr, L. Sachs and M. Danon. Surg. Gynec. & Obst. 
104:157-162. (Feb.) 1957 [Chicago]. 


The discovery of a morphologic difference in the 
nuclear patterns of the cells in males and females 
made possible a new approach to the determination of 
the sex of the fetus. The authors cite previous reports 
in which they had demonstrated that a reliable diag- 
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nosis of sex can be made before birth by a study of 
the chromocenters in cells of the amniotic fluid. This 
report is concerned with studies on 63 pregnant 
women, 50 of whom were in the 9th month of preg- 
nancy and 13 in the early months. The rupture of 
membranes for the purpose of inducing labor just 
prior to term, for various reasons, and the frequent 
occurrence of bulging membranes during labor pro- 
vided most of the material for the examination of 
amniotic fluid in the 9th month of pregnancy. In such 
cases, a fine needle with stylet (20 gauge) was care- 
fully inserted into the amniotic sac to avoid complete 
rupture of the sac. The stylet was then withdrawn 
only after the needle had entered the amniotic cavity, 
previous trial experiments having shown contamination 
with maternal vaginal cells with consequent distortion 
of the preparation when this precaution was not taken. 
The results were correct in all 50 patients in whom 
amniotic fluid was obtained during the 9th month of 
pregnancy; 23 males and 27 females were delivered. 

Of the 13 women in whom amniotic fluid was ex- 
amined during the earlier months of pregnancy the 
fluid was obtained in 11 by abdominal paracentesis 
of the pregnant uterus, in 1 by puncture of the uterus 
at laparotomy, and in 1 from the amniotic sac of a 
complete abortion at 2 months. Abdominal paracentesis 
is performed with the patient supine and the table 
in the Trendelenburg position. The procedure can be 
performed after infiltration of the chosen area with a 
1% solution of procaine or under a general anesthetic. 
The site of introduction of the needle varies with the 
month of pregnancy and the position of the placenta, 
as far as this can be ascertained by soft tissue roent- 
genography. The site of the puncture is usually some- 
where between the umbilicus and the symphysis 
pubis. The amount of fluid required is about 5 ml, 
although less may suffice. The fluid obtained was 
centrifuged at 2,500 rpm for 5 minutes. The sediment 
containing the cells was smeared on slides coated with 
Mayer's albumin and then fixed for between 1 and 24 
hours in equal parts of absolute alcohol and ether. 
Feulgen staining with fast green as a counterstain for 
the cytoplasm was used routinely for the study of 
chromocenters. The safety of the procedure is dis- 
cussed, and it is concluded that from the end of the 
4th to the beginning of the 7th month of pregnancy 
a relatively safe and reliable method of diagnosing the 
sex of the fetus in utero is available. 


Female Pseudohermaphroditism: Report of Case in 
an Infant Born of a Mother Receiving Methyltestos- 
terone During Pregnancy. A. B. Hayles and R. B. 
Nolan. Proc. Staff Meet. Mayo Clin. 32:41-44 (Jan. 23) 
1957 [Rochester, Minn. ]. 


A child with pseudohermaphroditism was born to 
a 27-year-old woman who had previously given birth 
to 2 normal female infants. The date of her last men- 
struation before her 3rd pregnancy was May 21, 1955. 
On July 13, 1955, the mother consulted a physician 
because of alopecia. Methyltestosterone linguets, 10 
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mg. each, were prescribed, one to be taken twice daily. 
The linguets were taken in this same dose at irregular 
intervals until the day before delivery. A total of 1.5 
Gm. of the drug was used. After starting to take the 
testosterone she noted deepening of the voice and 
development of hirsutism, including a more masculine 
distribution of the sex hair and partial regrowth of 
hair in the areas of alopecia. Delivery was spontaneous. 
The physician who delivered the infant noted that 
there was a definite enlargement of the mother’s clitoris. 
The infant was normal except for the following abnor- 
malities of the genitalia. The phallus was large but 
was tightly bound by ‘chordee. There were no palpable 
gonads in the inguinal region. The urethral opening 
was at the base of the phallus. These findings prompted 
a tentative diagnosis of hypospadias and_ bilateral 
cryptorchidism in a male infant, although it was ex- 
plained to the parents that more detailed studies 
would be necessary to establish the exact sex. 

When the child was readmitted for sex determina- 
tion at the age of 7 months, the sex chromatin pattern 
was found to be of the female type. Cystoscopic ex- 
amination disclosed in the urethra a small posterior 
opening at about the point where the verumontanum 
is normally observed in the male. Abdominal ex- 
ploration through a low midline incision revealed the 
presence of normal ovaries, tubes, uterus, and vagina 
These findings resulted in a diagnosis of female 
pseudohermaphroditism. This patient represents the 
3rd reported case of a female pseudohermaphrodite 
born of a mother treated with androgenic hormones 
during pregnancy. The other 2 cases were reported 
in the German literature in recent years. The present 
infant differed slightly from those previously de- 
scribed in that the vaginal opening was into the 
urethra, while in the other patients it was into the 
perineum. If one can draw an analogy from experi 
mentally induced genital anomalies in animals, this dif- 
ference would be expected because of the earlier 
administration of androgen to the mother of this child. 


Cancer of Endometrium and Hyperestrinism: Two Dif- 
ferent Modes of Origin of Endometrial Cancer. H. G. 
Berthelsen and H. A. Svane. Danish M. Bull. 3:236-239 
(Dec. ) 1956 (In English) [Copenhagen]. 


Two modes of development of endometrial cancer 
are assumed to exist. In one, cancer develops in rel- 
atively young women with clinical signs of hyper- 
estrinism. In the other, the disease appears some time 
after the menopause, without any clinical signs of 
hyperestrinism. In a series of 74 patients with cancer 
of the endometrium, the average age of the 21 in group 
1 was 49.6 and the menopause had not yet occurred. 
These patients had a history of irregular bleeding, 
reduced fertility, increased incidence of fibromas and 
pronounced differentiation in the histological structure 
of the cancer. None of the 53 patients in group 2, 
whose average age was 63.9, showed signs of previous 
exposure to increased estrogenic influence. The group 
included 3 patients in whom castration had been per- 
formed and 4 with estrogenic tumors in the ovaries. 


1190 MEDICAL LITERATURE ABSTRACTS 


PEDIATRICS 


Effect of Isoniazid on Erythropoiesis and the Total 
Iron Content of the Serum in Tuberculous Children. 
E. Arditi. Minerva pediat. 8:1379-1384 (Nov. 10) 1956 
(In Italian) [Turin, Italy]. 


The effect of isoniazid on the erythropoiesis and on 
the total iron content of the blood was studied in 20 
children, aged from 3 to 12 years, with pulmonary 
tuberculosis. The blood cell count, the serum iron, the 
body weight, and the sedimentation rate were deter- 
mined before treatment with isoniazid was started and 
were rechecked 30, 50, 70, and 90 days after the be- 
ginning of the treatment. The initial dose of isoniazid 
was 3 mg. per kilogram of body weight per day in 
order to test the tolerance of the patients. The dose 
was eventually increased to 5 mg. per kilogram of body 
weight per day. The drug was given in courses of 30 
days followed by a 10-day rest period. The drug was 
well tolerated by all the patients. The iron content of 
the blood in 6 healthy children with a hemoglobin 
level close to 100% used as controls ranged from 37.5 
to 50.5 per 100 cc., and the serum iron level ranged 
from 88 to 135 meg. per 100 cc. All the patients except 
one were below normal body weight. The hemoglobin 
level was low in all of them. The erythrocyte count was 
below 3 million per cubic millimeter in 4 children, and 
in others it varied between 3 million and 3,860,000. 
The serum globulin level was between 0.65 and 0.93 
gm. per 100 cc. The reticulocyte count was low in all 
the others. Erythrosedimentation values were high in 
all the children, especially in those with severe forms 
of tuberculosis. The iron content of the blood was low 
in 15 and normal in 5. The serum iron level was low 
in all children, and in 6 it was between 30 and 40 mcg. 
per 100 cc. 

Treatment with isoniazid had a good effect on the 
general condition of all patients: the body weight in- 
creased, the fever disappeared, and the sedimentation 
rate became normal. The erythrocyte count, hemoglo- 
bin level, and reticulocyte count became normal. The 
iron content of the blood became normal in all pa- 
tients, and the serum iron became normal in 80%. The 
best results occurred in children who before the treat- 
ment were in very poor general condition. The author 
thinks that the hematological improvement was not 
caused by a direct effect of isoniazid but that it was a 
collateral effect of the improvement of the general 
condition of the patient. The increase of the iron con- 
tent of the blood and of the serum iron was interpreted 
as the effect of the reduced activity of the reticular 
endothelium. 


The Treatment of Acute Lead Encephalopathy in 
Children. J. J. Chisolm and H. E. Harrison. Pediatrics 
19:1-20 (Jan.) 1957 [Springfield, I1.]. 


Twenty-two boys and 14 girls between the ages of 15 
and 56 months with acute lead encephalopathy were 
treated with edathamil calcium-disodium. The disease 
was considered severe in 14 patients who had convul- 
sions continuously for 24 hours or longer or remained 
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comatose for a similar period of time. The disease was 
mild in 22 patients. The drug was administered by 
continuous intravenous infusion, continuous subcuta- 
neous infusion, intermittent subcutaneous injection, 
and intermittent intramuscular injection. The _ total 
dose was the same in all patients regardless of the 
route of administration; 75 mg. per kilogram of body 
weight was given within 24 hours for 5 or 7 days. 
Intramuscular injection of a 20% solution containing 
0.5% of procaine hydrochloride was found to be the 
most convenient method. The interval between in- 
jections varied from 3 to 12 hours. Five of the 36 pa- 
tients died and 4 of the 31 survivors were considered to 
have severe permanent damage to the central nervous 
system. One of these children had recurrent encephalo- 
pathy 3 months after the initial mild encephalopathy; 
recurrent convulsions occurred during the subsequent 
18 months. This was the only patient in whom reexpo- 
sure to lead occurred after the initial attack of lead 
encephalopathy. One of the other 3 severely damaged 
patients had severe mental retardation, another had a 
severe behavior disorder in the presence of at least 
average intelligence, and the 3rd had severe brain 
damage superimposed on a previously aequired defect 
resulting from meningitis and hydrocephalus. Four 
patients had mild sequelae in the form of slight be- 
haviour disorders. The remaining patients, who were 
followed up for 12 to 36 months, did not show detect- 
able clinical abnormality. 

These results were compared with those obtained 
in 33 patients with lead encephalopathy who had been 
treated at the same hospital with 2, 3-dimercaptopro- 
panol (BAL) between 1946 and 1951. While edathamil 
calcium-disodium may have reduced the incidence of 
residual neurological damage to a certain extent, it 
has not significantly reduced mortality from this dis- 
ease. Edathamil calcium-disodium was no more eftec- 
tive than BAL for quickly terminating coma, convul- 
sions, and increased intracranial pressure in acute lead 
encephalopathy. Most of the deaths occurred during 
the period of these manifestations. The only present 
hope for a further reduction in mortality from lead 
encephalopathy would appear to lie in earlier diagno- 
sis, prompt removal of the child from exposure to lead, 
and careful supportive management during the first 
48 to 72 hours of the administration of edathamil cal- 
cium-disodium. This duration of the administration of 
the drug is required in severe cases before the high 
toxic concentrations of lead initially present in tissues 
can be sufficiently reduced to remove the danger to 
life. The unpredictable and fulminant manner in 
which acute lead encephalopathy may develop in 
children makes it necessary that patients with both 
severe and mild disease should be managed during 
the first few days of observation on the assumption 
that all have potentially severe cases. 

The first 6 to 12 months after removal from exposure 
to lead constitute the period of greatest risk of con- 
tinuing metabolic toxicity to cerebral and other tissues, 
in which the concentration of lead may remain high 
after an initial course of edathamil calcium-disodium. 
About 25 mg. of lead was removed from the urine 
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during the initial course of therapy with edathamil 
calcium-disodium that was observed in the course of 5 
days in the patients; this may have constituted only a 
small part of the total lead in the body. Quantitative 
determinations of coproporphyrin in urine were used 
as the principal biochemical indication for repeated 
courses of chelation therapy. Prevention of reexposure 
to lead in combination with repeated courses of eda- 
thamil calcium-disodium offers hope of reducing the 
incidence of more subtle but equally incapacitating 
forms of Jate damage to mentality. Final conclusions 
with respect to such late damage to the mentality of 
survivors of acute lead encephalopathy must await the 
reevaluation of these patients during the early school 
vears. 


DERMATOLOGY 


Clinical Aspects, Pathogenesis, and Therapy of So- 
called Dorsal Cysts on the Fingers. H. Gotz and R. 
Koch. Hautarzt 7:533-537 (Dec.) 1956 (In German) 
[Berlin]. 


The authors call attention to the formation of pe- 
culiar cysts on the extensor surfaces of the interpha- 
langeal, metacarpophalangeal, and metatarsophalan- 
geal joints, pointing out that they have been described 
under such terms as synovial cyst, periarticular cu- 
taneous fibroma, cystic nodules of the finger joints, 
cysts on the dorsal side of the fingers, and myxomatous 
degeneration cyst of the skin and subcutaneous tissues. 
Clinically the cysts appear as smooth, tough, some- 
times translucent nodules elevated above the normal 
skin. They may reach the size of a filbert. On pressure 
they may show slight fluctuation. The skin covering 
the growth is usually of normal color, but it may also 
show a yellowish or bluish tone. The growth contains 
a gelatinous substance, which oozes out when the 
growth is pierced and pressure is exerted, but after the 
wound closes the lesion fills up again. The patients 
almost never have subjective complaints, except that 
there may be pressure pain during extreme bending of 
the phalanges. There have been reports to the effects 
that the lesion is more frequent in women than in men, 
and the 3 patients presented here all were women. 

Opinions about the pathogenesis are divided. The 
authors observed that there is no epithelial lining and 
believe that therefore these growths should be re- 
ferred to not as cysts or synovial cysts but as pseudo- 
cysts. Histological studies indicated that the gelatinous 
mass is not the product of the degeneration of the 
connective tissue. The fact that the collagen and the 
elastic fibers were damaged in places is assumed to 
be a secondary effect of the pressure within the 
pseudocyst. Staining of the pseudocysts with toluidine 
blue was especially instructive, since a metachromatic 
stain was produced, indicating the presence of hyalu- 
ronic acid. The therapeutic effect achieved by the in- 
jection of hyaluronidase into the lesion provided fur- 
ther evidence of the presence of hyaluronic acid in 
that with such injections and the application of a 
splinting bandage the pseudocysts disappeared. It is 
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possible that the irritation involved in the joint move- 
ments (perhaps as the result of changes in the bones 
of the joints) stimulate the local fibroblasts to produce 
an excess of hyaluronic acid. 


Allergic Sensitization of the Skin and Nails to Acrylic 
Plastic Nails. A. A. Fisher, A. Franks and H. Glick. J. 
Allergy 28:84-88 (Jan.) 1957 [St. Louis]. 


Plastic material that can be fashioned into artificial 
fingernails has become available. The acrylic liquid 
and powder used in artificial nails do not require heat 
polymerization but will polymerize and harden at 
room temperature. These self-curing acrylic resins are 
created by inducing polymerization of the mixture of 
methyl methacrylate monomer and polymethyl metha- 
crylate powder with an organic peroxide and an ac- 
celerator or promoter. One of the authors had pointed 
out previously that methyl methacrylate liquid mon- 
omer is a potent sensitizer and can cause an allergic 
contact type of eczematous reaction on the skin and 
the oral mucosa. When the plastic acrylic nails became 
available he predicted that allergic reactions to this 
material would occur. Within a relatively short period 
the authors observed 4 patients with allergic eczema- 
tous reactions of the onychial and paronychial tissues 
due to acrylic plastic nails. Two of the patients had 
normal nails originally but had been employed as 
demonstrators of this method of applying artificial 
nails. One became sensitized in 2 months and the 
other in 4 months. Restitution to normal took place in 
3 weeks. Another patient was a physician with onycho- 
mycosis, who had a very painful reaction and became 
sensitized within 2 months. The onychomycosis was 
not influenced by the allergic reaction. The 4th pa- 
tient showed symptoms within 48 hours. Apparently 
she had previously become sensitized. She still had 
nail changes 3 months after the initial application of 
the acrylic resin. 

Patch tests revealed that all 4 patients were allergic 
to the methyl methacrylate. None reacted to the poly- 
methyl methacrylate. When sensitization occurs se- 
vere onychia and paronychia occur, and dystrophic 
nail changes may persist for several months. The au- 
thors compare the clinical aspects caused by acrylic 
plastic nails with that caused by undercoat plastic. 
The latter consists of phenol formaldehyde and syn- 
thetic rubber and is applied to allow better adherence 
of nail polish and to prevent flaking and chipping. 
The undercoat frequently causes subungual hemor- 
rhage and nail discoloration, whereas this was never 
noted with the acrylic nails. Paronychia, however, oc- 
curred rarely with the use of the undercoat, and 
dermatitis was never observed. 


Needle Biopsy of the Liver in Eczema, C. Huriez, 
F. Desmons, M. Benoit and P. Martin, Presse méd. 
64:1925-1928 (Nov. 21) 1956 (In French) [Paris]. 


Material for biopsy was obtained from the liver by 
puncture in 44 patients with various forms of dema- 
titis; in addition, a series of liver-function tests was 
performed in each case. In a first group of 6 cases the 
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dermatitis was associated with asthma and was classi- 
fied as constitutional eczema. The livers were found 
to be histologically normal in all 6. In a 2nd group of 
21 cases the dermatitis was classified as a sensitization 
eczema. This group included cases of occupational 
dermatitis and chronic alcoholism. The liver was nor- 
mal in 13 patients of this group; in the remaining 8 
various hepatic abnormalities were found, such as 
anisokaryosis, vacuolization of the cell nuclei, stea- 
tosis, and disruption or disappearance of the reticulin 
fibers. In a 3rd group of 10 cases the dermatitis was 
classified as eczema due to multiple intolerance; many 
of them reacted to antihistaminics or antibiotics to 
which they had not been previously exposed. The pa- 
tients in this group generally gave normal responses 
to liver-function tests but showed histological abnor- 
malities, some of them important, in the liver. The 
changes included anisokaryosis, vacuolization of the 
cell nuclei, pyknosis, steatosis, and some changes in 
the reticulin. The most significant findings were in the 
4th group of 7 patients with eczema following metallo- 
therapy. Six of them had received various compounds 
of gold, and one had been treated with sulfarsenol for 
lichen planus. The histological abnormalities of the 
liver were most important in this group and included 
the changes already mentioned together with dilata- 
tion of the capillaries and of the central lobular veins. 
Only 9% of the 44 patients gave abnormal results by 
the tests of Hanger and of MacLagan for liver func- 
tion, but 31% showed moderate histological changes 
and 19% showed severe changes. The needle biopsy 
of the liver was therefore a more sensitive indicator 
of the status of the liver and gave more substan- 
tial information than did the chemical tests for liver. 
function. 


OPHTHALMOLOGY 


Treatment of Thrombosis of Central Retinal Veins 
with Anticoagulants. K. Hummelt. Klin. Monatsbl. 
Augenh. 129:799-805 (No. 6) 1956 (In German) [Stutt- 
gart, Germany]. 


Eighteen patients with thrombosis of the trunk of 
the central retinal vein and 17 with thrombosis of one 
of the branches of the central retinal vein were treated 
with anticoagulants. Treatment was started with in- 
travenous administration of 3 ampuls of isonicotinic 
acid-3-sulfonic acid neodymium in 0.7% sodium chlo- 
ride solution (Thrombodyn ) at 8-hour intervals. At the 
same time 4 tablets of 3-(1-phenylpropyl)-4-hydroxy- 
coumarin (Marcumar) were given; further doses were 
based on the patient’s prothrombin level. The pro- 
thrombin value was maintained at 15 to 30% for 3 
weeks. Several patients were given a vascular training 
according to Sautter’s technique with hypertensors 
and hypotensors for 8 or 10 days after the withdrawal 
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of the anticoagulants, and strophanthin was given 
preference. There was no significant improvement of 
the prognosis in comparison with the course observed 
before the institution of anticoagulant therapy. The 
course of the disease showed an unfavorable tend- 
ency, particularly in patients of advanced age and in 
patients with hypertension. Secondary glaucoma could 
not be avoided. Anticoagulant treatment may be effec- 
tive only in young patients with a relatively unim- 
paired circulatory system. 


Results from Prednisolone Therapy in Primary In- 
flammatory Condition and Postoperative Complica- 
tions of the Eye. L. Turner. Am. J. Ophth. 43:50-36 
(Jan.) 1957 [Chicago]. 


Prednisolone, the delta-] analogue of hydrocortisone 
was used by Turner in 51 patients with various in- 
flammatory conditions of the eve. Twenty-five of the 
patients had primary inflammatory eye conditions such 
as uveitis, traumatic iritis, allergic conjunctivitis, kera- 
titis, and chronic keratoconjunctivitis. Twenty-six pa- 
tients had postoperative inflammatory eye lesions, 
such an uveitis after operation for glaucoma or cata- 
ract; corneal edema after corneal transplantation or 
operation for cataract; recurrent pterygium after ex- 
cision; and postoperative keratitis or intraocular 
hemorrhage. Prednisolone was used in the form of a 
bland ointment in 2 different concentrations of 0.5 and 
0.25%. The base consisted of 40° liquid petrolatum 
and 60% white vaseline. The same precautions should 
be used with the local use of prednisolone as with 
other steroids. A small amount of the ointment was 
instilled into the lower cul-de-sac of the affected eye 
3 or 4 times daily. The ointment was used only once 
daily in the eyes with postoperative corneal trans- 
plants while the eye was still being dressed. After the 
eye was left open, the drug was applied twice daily. 
An antibiotic was always used in conjunction with 
prednisolone. Treatment with prednisolone was con- 
tinued for from 1 week to 7 months. The patients were 
observed at regular intervals during the period of 
treatment. 

Many of the inflammatory eye conditions that had 
failed to respond to or had become refractory to other 
forms of steroid therapy responded to the topical ad- 
ministration of prednisolone. Forty of the 51 patients 
improved as the result of prednisolone therapy, 10 
showed no improvement, and in 1 the results were in- 
conclusive. Inflammatory conditions of the anterior 
segment responded well to topical prednisolone 
therapy. Inflammatory conditions of the posterior seg- 
ment responded poorly. Corneal edema after kerato- 
plasty seemed to respond better to prednisolone than 
to either cortisone or hydrocortisone. Allergic condi- 
tions showed the best response to prednisolone. 
Prednisolone is the most valuable steroid for topical 
use. 
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THERAPEUTICS 


Treatment of Severe Arterial Hypertension: Results 
from Long-Term Use of Methonium Compounds With 
and Without the Addition of Reserpine. A. J. Barnett. 
Australasian Ann. Med. 5:274-290 (Nov.) 1956 [Sydney, 
Australia], 


Barnett stresses the difficulties of assessing the value 
of any therapy in arterial hypertension. He limited 
this study to patients with severe diastolic hyperten- 
sion, either in the malignant phase or producing se- 
vere hypertensive symptoms such as incapacitating 
headache or left ventricular failure. He has included 
a few patients who do not fulfill these strict demands. 
These have been either young persons with severe 
diastolic hypertension in whom it was considered ad- 
visable to forestall the development of the severe com- 
plications or people who had been treated by some 
other method for a long time without relief. Although 
moderate impairment of renal function has not pre- 
cluded treatment, patients with uremia were rejected. 
Ganglion-blocking agents (methonium compounds. 
pentolinium) were used alone or in combination with 
reserpine in the treatment of SO patients with severe 
hypertension over a period of 5 years. Seven of these 
have been treated for less than 6 months, and_ the 
records of 6 others were inadequate for study. There 
remain for evaluation 67 patients, of whom 21 died 
and 46 have been followed for more than 6 months. 
In the 21 fatal cases death usually occurred within 12 
months and was due to a cerebral vascular accident. 

Among the 46 survivors the degree of clinical im- 
pairment of eves, brain, and heart decreased, whereas 
that of the kidneys remained steady. Symptomatic 
relief occurred in patients with headache (42 of 48), 
impaired vision (18 of 40), exertional dyspnea (21 of 
27), paroxysmal dyspnea (14 of 14), angina pectoris 
(5 of 6), minor cerebral disturbances (9 of 11), loss of 
energy (10 of 21), and nervous tension (5 of 13). The 
author observed the superiority of methonium given 
by injection over methonium given orally. Injection of 
pentolinium (in the appropriate dose) is about as eftec- 
tive as injection of methonium and produces a similar 
proportion of severe side-effects. However, pento- 
lintum given orally (unlike methonium given orally) 
has proved effective in many patients. The combina- 
tion of pentolinium given orally and reserpine has 
been particularly favorable, usually producing good 
blood pressure control and symptomatic relief with 
few side-effects. The results of treatment with the 
ganglion-blocking agents has been particularly satis- 
factory in “malignant” hypertension. Twenty-three of 
52 patients have survived for more than 1 year and 12 
for more than 2 years. The use of ganglion-blocking 
agents is indicated in the more severe forms of hyper- 
tension (particularly in the “malignant” phase), but, 
with the possible exception of severe hypertension in 
young people, it is not indicated for hypertension 
without evidence of hypertensive disease. 
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Use of Rastinon (D 860), an Antidiabetic Drug for Oral 
Administration: Clinical Report on 450 Diabetic Pa- 
tients. H. Wehling. Miinchen. med. Wehnschr. 
98:1699-1704 (Dec. 7) 1956 (In German) [ Munich, 


Germany |. 


Rastinon, or D 860, is N-[4-methylbenzolsulfonyl]- 
N’-butyl-urea. Wehling studied its efficacy in 450 of 
3.420 diabetic patients. The drug was tried first in 
October-November, 1955, in 40 hospitalized diabetic 
patients who could be expected to respond to car- 


butamide, but later Rastinon was used also in diabetic 
patients who received only ambulatory treatment. The 
drug was used as the first treatment as well as a re- 
placement for insulin therapy. Dietetic treatment was 
insufficient for the metabolic adjustment in any of the 
450 diabetic patients. Rastinon proved effective in 335 
of the 450 patients and failed in 58; the result is not 
vet definite in 57 patients. The 335 successfully treated 
patients included 114 who had not previously received 
insulin, 159 whose treatment was changed from in- 
sulin to Rastinon, and 62 who are being treated with 
both. 

There was no uniform dosage scheme. In hospital- 
ized patients the initial dose was generally larger, 
being as high as 6 Gm. daily for several days. Reduc- 
tion to a maintenance dose of 1 Gm. or 0.5 Gm. was 
carried Out as soon as possible. Conversion trom in- 
sulin to Rastinon treatment was sometimes abrupt, 
particularly in patients requiring no more then 25 
units Of insulin per day. A second group was given | 
Gm. of Rastinon in addition to the customary insulin 
dosage; and in another group the insulin dose was 
reduced and Rastinon was added. Gross derangement 
of the metabolic status or hypoglycemia were not ob- 
served. Generally the drug was given in one dose after 
the first breakfast, but in some cases it proved more 
advantageous to divide the daily dose, giving it in the 
morning and evening. Observations so far suggest that 
conversion from insulin to Kastinon treatment will be 
effective in patients requiring not more than 40 units 
of insulin daily. Prospects of success decrease with 
increasing insulin requirements. Seven patients com- 
plained of loss of appetite, and in 3 patients general- 
ized urticaria developed. which in 2 of them required 
withdrawal of the drug. 


Transfer of Pyrimethamine in Human Milk. D. F. 
Clyde, G. T. Shute and J. Press. J. Trop. Med. 59:277- 
284 (Dec.) 1956 [London]. 


Chemical tests revealed the presence of pyrimetha- 
mine in the milk of nursing mothers after they in- 
gested this antimalarial drug, the peak concentration 
in the milk being observed after 6 hours. Biological 
tests showed that after daily ingestion by mice of 
human milk samples containing up to 0.008 mg. of 
pyrimethamine, an action is obtained against Plas- 
modium berghei only when the milk is administered 
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at the time of parasite inoculation. Human. trials 
showed that, following ingestion by nursing mothers 
of pyrimethamine in two doses of 75 and 50 mg., para- 
sitemia caused by P. falciparum, P. Malariae, P. ovale, 
and P. vivax is eliminated in infants aged less than 6 
months who have been entirely breast-fed but not in 
infants over that age who have been partially breast- 
fed. Cases due to P. falciparum proved to be resistant 
to pyrimethamine do not respond. In a case of sub- 
tertian malaria followed for 77 days, radical cure ap- 
peared to have been effected. It is concluded that 
treatment of malaria in infants by the method of 
pyrimethamine transfer in mothers’ milk is slower and 
less reliable than accepted direct methods of treat- 
ment on account of the small quantities of drug trans- 
ferred and variations in breast-feeding habits; how- 
ever, there may be a place for this method in the 
prophylaxis of malaria where direct treatment of the 
infant is impracticable or undesirable. 


PATHOLOGY 


A Study of 356 Carcinoids of the Gastrointestinal 
Tract: Report of Four New Cases of the Carcinoid 
Syndrome. R. A. Mac Donald. Am. J. Med. 21:S67-578 
(Dec.) 1956 [New York]. 


The author reports on 356 patients with gastroin- 
testinal carcinoids whose autopsy findings and clinical 
records were obtained from 7 hospitals in Boston. Two 
hundred seven (58%) of the patients had tumors of the 
appendix and 149 (42%) had tumors that were extra- 
appendiceal in location. One hundred forty-six extra- 
appendiceal carcinoids could be graded, and invasive- 
ness was detected in 98 (67%). The muscle layer was 
invaded in 40 (27.3%) and lymph nodes in 34 (23.3%); 
widespread metastases to the liver or lungs were found 
in 24 (16.4%). The suggestion is made that all extra- 
appendiceal carcinoids be considered malignant and 
reported in terms of invasiveness. The surgical impli- 
cations of these tumors differ from those for other 
gastrointestinal carcinomas because of the remarkably 
slow and progressive spread of the extra-appendiceal 
carcinoids. Local resection is probably adequate for 
the noninvasive type and for the carcinoid invading 
muscle coats of intestine only. Local resection of the 
primary tumor combined with local lymph node dis- 
section is advised for the tumor with spread to the 
lymph nodes. The same procedure, if feasible, is ad- 
vised for the carcinoid with spread to distant organs 
such as the liver. Appendiceal carcinoids are of an 
unusually low grade of invasiveness. A review of the 
English literature did not reveal a single adequately 
documented case with spread of the tumor beyond the 
regional lymph nodes or adjacent structures, and 
spread to distant organs was not found in any of the 
author's 207 cases of appendiceal carcinoids. 

Evidence is presented that a definite relationship 
exists between widely metastatic carcinoid tumors, 
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certain clinical phenomena, and valvular lesion of the 
right side of the heart. The term “carcinoid syndrome” 
is suggested as a simple term to denote this group of 
findings. Twenty-one of the 24 patients with liver or 
lung metastases could be clinically as well as ana- 
tomically reviewed, and 4 (19%) of them presented the 
carcinoid syndrome. The addition of these 4 new cases 
brings the total number reported to date to 57. Two 
of the 4 patients with the carcinoid syndrome had 
proved isolated pulmonary stenosis. These bring the 
total number of cases with proved isolated nonrheu- 
matic lesions of the valve of the right side of the heart 
(or combined lesions on the right and left side in the 
event of patent foramen ovale) to 34. Gastric and duo- 
denal ulcers, not previously mentioned in connection 
with metastatic carcinoid, were detected in 8 (38%) of 
the 21 patients whose autopsy records were reviewed. 
By comparison, the incidence of all types of gastric 
and duodenal ulcers in 18,486 consecutive autopsies 
was 5.5%. Not all patients with extensive carcinoid 
metastasis have the features of the carcinoid syndrome, 
and not all patients with this syndrome have all the 
features previously described. The tumor and its liver 
metastases, episodes of flushing or a constant flush of 
the skin, an enlarged liver, and diarrhea are those 
features that appear to occur most constantly. 


Primary Adenocarcinoma of Esophagus. |. de Resende 
Alves. Hospital 50:695-702 (Nov.) 1956 (In Portuguese) 
[Rio de Janeiro}. 


Primary adenocarcinoma of the esophagus is rare. 
Its development demands the presence of ectopic gas- 
tric mucosal tissue in the esophagus. A case is reported. 
The tumor was located in the lower third of the esoph- 
agus. It almost completely obstructed the lumen of 
the esophagus. There was no lesion in the stomach. 
The operation consisted of esophagectomy with an 
anastomosis between the esophagus and the stomach 
above the aortic arch. Histological examination of the 
removed tumor showed gelatinous adenocarcinoma 
arising from ectopic mucosal gastric tissue. The pa- 
tient survived 1 year after the operation, 


A Consideration of Chronic Pulmonary Parenchymal 
Inflammation and Alveolar Cell Carcinoma with Re- 
gard to a Possible Etiologic Relationship. D. L. Beaver 
and J. L. Shapiro. Am. J. Med. 21:879-887 (Dec.) 1956 
|New York]. 


The authors report on 4 women and 3 men between 
the ages of 52 and 70 years with alveolar cell car- 
cinoma that arose or was intimately associated with 
areas of chronic inflammation in the lung. There was 
a history of previous lung disease in 4 of the patients. 
The tumor became manifest with or after an acute 
attack suggestive of inflammatory disease of the lungs 
in 4 patients. Four patients died and autopsy was 
done. Three patients underwent surgical treatment (2 
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pneumonectomy and 1 lobectomy) and are living. 
Autopsy findings and microscopic examination of the 
surgical specimens revealed grossly significant scarring 
in 3 patients and microscopic evidence of chronic in- 
flammation in all 7. An 8th patient, a 23-vear-old wom- 
an with a long history of pulmonary disease, is re- 
ported on; she probably represented a case of early 
alveolar cell carcinoma associated with a long-estab- 
lished inflammatory lesion in the lung. 

A review of the literature revealed 121 cases of 
alveolar cell carcinoma in which information concern- 
ing the histories or pathological descriptions was avail- 
able and adequate for classification in respect to the 
presence or absence of inflammatory changes in the 
lungs. There was a history of previous lung disease in 
62% of these patients. Gross and/or microscopic evi- 
dence of chronic infection or previous inflammatory 
disease of the lungs with adhesions, fibrosis, bronchi- 
ectasis, chronic or organizing pneumonia, lipoid pneu- 
monia, and infiltration of chronic inflammatory cells 
constituting such evidence were found in 84% of the 
patients. 

Pathological evidence is submitted that alveolar cell 
carcinoma may arise in or is associated with inflamma- 
tory foci in the lung. Alveolar cell carcinoma probably 
arises in a single focus and metastasizes first through- 
out the ipsilateral and the contralateral lung by way 
of mucous sections or aerially. Alveolar epithelial 
metaplasia may represent a precancerous phase of 
cellular growth. The recent increase in the reported 
incidence of alveolar cell carcinoma parallels and may 
be related to the reported increased incidence of pul- 
monary fibrosis, which may, in turn, be a reflection of 
the increased use of antibiotics. 


PHYSIOLOGY 

Disturbances of Adrenal Function Secondary to De- 
structive Tumors of the Hypophysis. |. Warter, D. Phi- 
lippidés, J. Schwartz, R. Steimlé and A. Weryha. 
Presse méd. 64:1881-1883 (Noy. 14) 1956 (In French) 
[Paris]. 


The biochemical manifestations of secondary func- 
tional adrenal insufficiency were studied in 11 patients 
in whom a primary hypophysial insufficiency had been 
caused by destructive tumors of the hypophysis. In 7 
the tumors were chromophobe adenomas, in 3 they 
were mixed adenomas, and in | it was a craniopharyn- 
gioma. The urinary excretion of 17-ketosteroids was 
generally reduced to values ranging from 20.90 to 3.62 
mg. in 24 hours. The 24-hour output of formaldehydo- 
genic steroids was similarly reduced to values ranging 
from 1.57 to 0.25 mg. 

That the adrenals were still able to respond to 
hypophysial hormones was shown by testing the pa- 
tients with adrenocorticotrophic hormone. The intra- 
venous infusion of this substance has been abandoned 
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in favor of intramuscular injections, and 4 injections of 
corticotropin (ACTH) per day, amounting to 200 mg. 
per day and continued for 2 consecutive days, provide 
a reliable, continuous stimulation to the adrenals. In 5 
normal subjects the corticotropin induced a substantial — 
rise in the 24-hour urinary excretion of 17-ketosteroids 
above the normal level; in 5 patients with Addison’s 
disease the corticotropin induced a slight or negligible 
rise from an initially subnormal level. In 11 cases of 
hypophysial insufficiency caused by either a destruc- 
tive tumor or surgical extirpation, the corticotropin 
induced a substantial rise above an initially subnormal 
level. The response of the formaldehydogenic steroid 
excretion to corticotropin was similarly studied in 4 
patients before and after hypophysectomy, and the 
results showed a remarkable persistence of the ability 
of corticotropin to increase this excretion in the ab- 
sence of the hypophysis. The corticotropin test is 
theretore able to demonstrate the remaining functional 
capacity of the adrenal cortex. The syndrome of hypo- 
physial insufficiency associated by Sheehan with post- 
partum hemorrhagic necrosis of the hypophysis differs 
in several respects from the effects of surgical hypo- 
physectomy, and the differences are probably to be 
explained by the recently discovered peculiarities of 
the blood supply to the hypophysis and hypothalamus. 
The present data show that the adrenal deficiency 
resulting from hypophysectomy is more profound than 
that accompanying Sheehan's syndrome. 


Finger Numbness and Skin Temperature. A. W. Mills. 
]. Appl. Physiol. 9:447-450 (Nov.) 1956 [Washington, 
D.C.]. 


Various tests of manual dexterity have shown that 
the functional capacities of the hands of man exposed 
to a cold environment may be radically impaired. The 
need to expose the hands in order to carry out most 
kinds of fine manipulation, their large surface area 
relative to their mass, and their susceptibility to ex- 
treme vasoconstriction combine to make them espe- 
cially vulnerable to cold. One of the salient effects 
involved in the impairment of hand functions in the 
cold is a loss of the sense of touch. The experiments 
described revealed that the tactile discrimination of 
the right index fingertips of men exposed to a cold 
environment decreased with the skin temperature of 
the same area. The measure of tactile discrimination 
Was minimum separation between 2 edges at which 
they could be discriminated as 2. The log log of this 
separation was inversely proportional to the = skin 
temperature between 0 and 4-33 C. If the finger was 
rewarmed by a phase of spontaneous vasodilatation, 
which generally developed after about 15 minutes of 
exposure to —18 to —23 C, tactile discrimination 
recovered with the rise in skin temperature. If sponta- 
neous rewarming did not occur at that temperature, 
frostbite usually ensued. 
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BOOK REVIEWS 


Diagnosis and Treatment of Peripheral Vascular Disorders. 
By David I. Abramson, M.D., F.A.C.P., Professor and Head of 
Department of Physical Medicine and Rehabilitation, University 
of Ilinois, Chicago. Cloth, $13.50, Pp. 537, with 82 illustrations. 
Paul B. Hoeber, Inc. (medical book department of Harper & 
Brothers), 49 E. 33rd St., New York 16, 1956. 


This volume is intended by the author to cover the 
field of peripheral vascular diseases for the practicing 
physician. The text is written simply and is pleasantly 
readable, From a vast experience in this field the 
author has succeeded in making this book very prac- 
tical. The first section deals with differential diagnosis 
and signs, the second with specific peripheral vascular 
diseases, and the third with anatomic, physiological, 
pharmacological, and pathological consideration of 
the arterial peripheral circulation. The differential 
diagnoses are made understandable by the inclusion 
of extensive charts. In matters of symptom interpreta- 
tion and treatment the author has used good judg- 
ment. Treatments are evaluated from experimental 
and practical standpoints. The charts, illustrations, 
and plates are good. The bibliography is limited but 
well chosen. This volume may be recommended to the 
practicing physician and to medical students. 


Anatomy and Physiology for Students of Physiotherapy, Oc- 
cupational Therapy and Gymnastics. By C. Fk. V. Smout, M.D., 
M.R.C.S., L.R.C.P., Professor of Anatomy, University of Birming- 
ham, and R. J. S. McDowall, M.D., D.Se., Professor of Physi- 
ology, University of London, King’s College, London. Third 
edition. Cloth. $9. Pp. 493, with 312 illustrations. Williams & 
Wilkins Company, Mount Royal and Guilford Aves., Baltimore 2, 
1956, 

The third edition of this work is an attractive vol- 
ume. About two-thirds of the text is devoted to anat- 
omy. This part emphasizes living anatomy and 
muscular action and is especially well provided with 
good original illustrations. The third of the text on 
physiology is much the weaker and contains passages 
that must be puzzling or misleading to the student. 
Especially in need of revision is the section on artifi- 
cial respiration. This still recommends as “most sat- 
isfactory” the old Schafer method. The growth of a 
good textbook sometimes is a slow process, and it is 
hoped that the authors will continue to make improve- 
ments in this one, since it is a response to a real need. 


Klinische Physiologie und Pathologie. Von Prof. Dr. Ferdi- 
nand Hoff, Direktor der Ll. medizinischen Universitatsklinik 
Frankfurt a.M. Fifth edition. Cloth. 79.50 marks; $18.95; Pp. 
1120, with 255 illustrations. Georg Thieme Verlag, Herdweg 
63, (14a) Stuttgart N (American zone), Germany; [Intercon- 
tinental Medical Book Corporation, 381 Fourth Ave., New 
York 16], 1957. 


The first edition of this book appeared in 1950; a 
second, revised and enlarged, appeared in 1952; and 
subsequent editions have increased in size and in the 
number of illustrations. These latter are an important 
feature of the book, and some of them are striking. The 
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text takes up in order the functional derangements of 
the cardiovascular, respiratory, hematopoietic, gastro- 
intestinal, urinary, locomotor, and endocrine systems, 
with special chapters on regulatory mechanisms and on 
metabolism. The biochemical aspects are emphasized 
somewhat more than the structural and neural, except 
for the author's preoccupation with the vegetative 
nervous system, sympathicotonia, vagotonia, and con- 
stitution. In view of his interest in these concepts, it is 
disappointing not to find any mention of the contro-, 
versial subject of vagotomy. Reference to various sub- 
jects is facilitated by the meticulously prepared author 
index, subject index, and bibliography. These features 
should make the book valuable to American readers as 
a key to European publications on pathological physi- 
ology. 


Practical Office Gynecology. By Albert Decker, \1.D., D.O.G., 
F.A.C.S., Clinical Professor Gynecology and Obstetrics, New 
York Medical College, New York, and Wayne H. Decker, M.D., 
D.O.G., Assistant Clinical Professor of Obstetrics and Gynecol- 
ogy, New York University College of Medicine. Obstetrics & 
Gynecology: A Series of Monographs. Edited by Claude E. 
Heaton, M. D., Associate Professor of Obstetrics and Gynecol- 
ogy, New York University College of Medicine, Cloth. $10.50, 
Pp. 388, with 103 illustrations, F. A. Davis Company, 1914-16 
Cherry St., Philadelphia 3, 1956. 

This book is one of a series of monographs devoted 
to obstetrics and gynecology. The senior author is a 
well-known gynecologist. The authors say that the 
“purpose of this book is to present some practical and 
workable methods for the diagnosis, management and 
treatment of severe gynecologic disorders often en- 
countered in the physicians’ general office practice. It 
is intended . . . to aid the practicing physician.” In 
the chapter on culdoscopy, however, they state, “The 
inclusion of a discussion of culdoscopy in a book on 
office gynecology is not intended to suggest or recom- 
mend the procedure for office use or by those not 
trained in gynecologic surgery. Then why include the 
chapter in culdoscopy in a book for general practi- 
tioners? There is also a chapter on “cul-de-sac punc- 
ture, which is a debatable procedure for general 
practitioners to employ in their offices or even in 
hospital outpatient rooms. This book follows the same 
general pattern of other books on the same subject, 
but the authors have, where possible, discussed dis- 
eases from the standpoint of symptoms, even though 
this method has resulted in unavoidable repetitions. 
At the end of the book is a list of 31 axioms and 12 
pages of useful bibliography. 

There are several errors in spelling, such as Shiller 
tor Schiller, Henselman for Hinselmann, Doderlein for 
Doederlein, author's for authors’, the physicians’ for the 
physician’s, and so on. In spite of these minor criticisms, 
the purpose of the authors has been carried out admir- 
ably. The book is well written, the language is simple, 
and the advice given concerning therapy is based on an 
extensive experience. The illustrations (some in color ) 
are clearly reproduced. The book should be most help- 
ful to physicians in general practice. 
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QUERIES AND MINOR NOTES 


GENERALIZED ATOPIC DERMATITIS 


To THE Eprror:—An 18-year-old girl has been suffering 
from generalized eczema involving her scalp, face, 
neck, trunk, and extremities since infancy. She has 
had sensitivity studies for foods, epidermals, inhal- 
ants, and pollens. She has been placed on a diet and 
has been desensitized to inhalants and wheat, and 
she has shown some improvement, for which she is 
grateful, but her entire body is still covered with the 
raw areas of severe eczema. This young woman will 
never have a normal life unless something more and 
better can be done. Any suggestions as to further 
or different therapy would be appreciated. The ste- 
roids have been considered but have been withheld 
for fear that the withdrawal would only leave her 
in a more pathetic condition than that which she 
now endures. 


Allison B. Willeford, M.D., Molalla, Ore. 


This inquiry was referred to two consultants, whose 
respective replies follow.—Ep. 


Answer.—The young woman apparently sufters from 
a generalized, atopic dermatitis. This is a problem that 
taxes the skill of even the experienced dermatologist 
or allergist. Steroids and corticotropin in such a case 
should be used only for an emergency or while the 
patient is hospitalized for an investigation. Allergic 
factors, although often important, are only part of the 
problem, as is shown in her case by the partial benefit 
trom desensitization and elimination of foods. The 
patient should have proper local treatment, should be 
placed on a reasonable elimination diet, and should 
live in a dust-tree environment. Psychiatric investiga- 
tion or consultation certainly seems indicated. Sec- 
ondary infection often is an aggravating factor; there- 
fore, a broad-spectrum antibiotic such as Achromycin 
SF or Terramycin SF, with 250 mg. given four times 
a day for 5 days, might be helpful. Actually, such a 
patient needs prolonged hospitalization. Even with 
the best of care, the prognosis is guarded, although in 
some instances expert allergic and/or psychiatric 
management has much to offer. 


ANnswer.—Treatment of generalized eczema _ that 
began in infancy and has persisted into adult life is 
most difficult and often calls for consultation with 
dermatologists and, at times, other specialists. Patients 
who have eczema (atopic dermatitis) often try to do 
more work, both mental and physical, than they 
should; it is a good rule to tell such patients that they 
should do only half or three-quarters the amount of 
work that one would expect from other persons, If the 
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patient is going to school, all outside activities, such 
as music and social functions, should be greatly cur- 
tailed. It is sometimes beneficial to stop attendance at 
school for a year and simply rest. Hospitalization with 
rest in bed and use of simple soothing lotions, oint- 
ments, and baths often will benefit the sorely distressed 
patient. Steroids are of value, especially in this regard, 
but they should be emploved only under most careful 
supervision and their use should not be continued for 
any length of time, for fear of the effects of with- 
drawal. Diet appears to play an extremely minor role 
when atopic dermatitis has persisted into adult life; 
therefore, a greatly restricted diet is not indicated, 
even though the patient may have been found sensitive 
to certain foods by use of skin tests. The physician 
can add to the diet, one at a time, the foods that the 
patient may have been found sensitive to and wait tor 
three weeks to see if each addition causes any reaction 
or worsening of the condition. 

A change in climate is often beneficial, although it 
is not known why this should be. Patients frequently 
are advised to move out of regions where ragweed or 
hay fever occurs. A dry climate, such as is found in 
Arizona, sometimes is beneficial, yet patients who 
have eczema move north from exactly such a climate. 
Living along the seashore sometimes helps. A frank 
talk with the patient and the parents, explaining the 
large emotional element entering into the picture, 
often will be of benefit. 


“BUFFALO HUMP” 


To THE Eprror:—What is the diagnostic significance of 
the “buffalo hump” seen in some people? 


M.D., Pennsylvania. 


ANnswerR.—The lesion described, if confined to the 
interscapular soft tissues and not related to any under- 
lying spinal deformity or scapular alteration, is prob- 
ably a hibernoma. This is a variant of lipoma in which 
the heavy fibroadipose tissue is yellow-brownish in 
color as distinguished from the ordinary lipoma, The 
name is derived from a primitive fat organ found in 
hibernating animals and used by them during this pe- 
riod as a source of endogenous food. 


REUSE OF DISPOSABLE PLASTIC TUBING 

To tHe Eprror:—Is the reuse of disposable plastic 
tubing for intravenous and subcutaneous fluid ad- 
ministration considered safe? M.D., Missouri. 


Answer.—Although sufficient information is not 
available on this subject to permit a categorical answer 
to the question, it can be stated that on the basis of 
the information now available it is not believed that 
it would be feasible or advisable to reuse disposable 
plastic tubing for intravenous or subcutaneous fluid 
administration. The types of plastic tubing now avail- 
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able might not withstand the high temperatures nec- 
essary to assure destruction of bacterial spores and the 
virus responsible for infectious hepatitis. In this con- 
nection the following information from the book “Prin- 
ciples and Methods of Sterilization,” by John J. Perkins 
(Springfield, Ill., Charles C Thomas, Publisher, 1956), 
may be of interest: 

The National Institutes of Health stipulate that apparatus and 
instruments capable of transmitting serum hepatitis from one 
person to another be heat-sterilized with minimum requirements 
as follows: “Heat sterilization shall be by autoclaving for 30 
minutes at 121.5° C. (15 Ib. pressure), by dry heat for 2 hours 
at 170° C., or by boiling in water for 30 minutes.” Since the 
thermal resistance of this virus appears to be equal to that of bac- 
terial spores it would seem unwise to attempt sterilization by any 
means other than the most reliable methods. 

Another article of possible interest in connection with 
the subject of this inquiry is that of Randall B. Tinker, 
published in the Bulletin of the American Society of 
Hospital Pharmacists, July-August, 1956, page 319, 
under the title “A Case for Disposable Hypodermic 
Needles.” 


PAIN IN URETHRAL MEATUS 


To tHe Eprror:—A 45-year-old man began to notice 
pain in the urethral meatus as the ejaculate passed, 
described as “a cutting pain like a piece of broken 
glass was being pulled through the opening.” Ex- 
amination of this area was negative, as was the rest 
of the genitourinary tract except for a mild prosta- 
titis. Urethroscopic examination revealed tiny black 
submucosal calculi in the duct openings in the 
prostatic urethra. Symptoms progressively increased, 
and it seemed that the accumulation of secretions in 
a hypersensitive prostatic urethra during sexual 
stimulation set up an extreme hypersensitivity of 
the surface of the glans penis. It was then noted that 
an instant before ejaculation the surface of the glans 
penis was so sensitive and remained so sensitive for 
a minute or so after ejaculation that even touching 
the glans was painful. This hypersensitivity also 
seemed to produce an abnormal progressive sympa- 
thetic (ejaculation) preponderance over the parasym- 
pathetic (erection) mechanism, leading to marked 
shortening of the period of erection and loss of erec- 
tion as the act began to enter the hypersensitive 
ejaculatory phase. Conservative measures having 
tailed, slices of tissue were removed around the en- 
tire circumference of the prostatic urethra with a 
resectoscope on the supposition that the small calculi 
might be a causative factor. Approximately half of 
the prostate was removed, The symptoms have not 
changed during the postoperative period of over a 
year. Rarely he awakens with a reflex erection, and 
the surface of the glans penis is not sensitive on 
these occasions. Nupercaine ointment applied to the 
glans penis reduced the sensitivity to touch slightly 
but otherwise did not alter the picture. Please pro- 
vide suggestions for further investigation and treat- 


ment. M.D., Georgia. 


ANSWER.—The symptom complex described in the 
query is all too frequently encountered in urologic 
practice. The gradual onset of impotence at any age 
is generally premature so far as the patient is con- 
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cerned. It is often preceded by a bizarre train of 
symptoms that tax the diagnostic acumen of the con- 
sultant. Why does this patient have painful erections 
during coitus but no pain with spontaneous morning 
erections? Why do other patients experience pain on 
marital coitus but no pain on masturbation or extra- 
marital coitus? If a prostatic lesion accounts for it, the 
pain should be a constant feature associated with any 
type of erection. About 30 years ago, instruments fa- 
cilitating ejaculatory duct catheterization were intro- 
duced, and intraurethral treatment enjoyed a short 
period of popularity. The procedure was not univer- 
sally adopted for several reasons: 1. The technique 
was so difficult that years of practice were needed to 
develop even moderate proficiency. 2. The postendo- 
scopic reaction was generally so severe that the patient 
refused to return for further treatment, which was an 
essential feature of the therapeutic regimen. 3. Most 
important—the results were generally unsatisfactory. 

The introduction of the resectoscope has not added 
to our therapeutic armamentarium in the field of im- 
potence. Intraurethral treatment is still employed by 
some urologists, but it is being gradually abandoned 
because of poor results. Fulguration of the verum 
montanum has been generally discredited. In the 
absence of urinary symptoms, transurethral resecticn 
of the nonobstructive normal-sized prostate hardly 
seems indicated. The variety of symptoms associated 
with progressive loss of potency, including the patient's 
pain, generally cannot be attributed to a lesion cf the 
genital tract. Moreover, elimination of the gen‘tal le- 
sion, if one is discovered, usually fails to solve the 
patient's problem. The present-day tendency is to 
refer these problems to psychiatrists. The best that 
the urologist can do is to examine the patient and, 
finding no local lesion to account for his symptoms. 
discuss the emotional aspects of the problem with his 
patient and refer him to a psychiatrist if the symptoms 
persist or progress. 


WHITE BLOOD CELL COUNTING 


To THE Eprror:—What is considered the most accurate 
method of doing a white blood cell count? Is oxal- 
ated blood more accurate than capillary blood? In 
Wintrobe’s “Clinical Hematology” (ed. 4, Philadel- 
phia, Lea & Febiger, 1956) it states that capillary 
blood may have 1,000 to 1,500 cells more due to 
stagnation. Would this mean that capillary blood 
may not give as true a picture as oxalated blood? 


Mark R. Leadbetter, M.D., Danville, Pa. 


ANSWER.—Personal preferences or convenience prob- 
ably determines whether capillary blood or venous 
blood is used for making white blood cell counts. 
There is an inherent error in the method that would 
make slight differences in results of no significance. 
Venous blood placed in a small, clean, dry test tube 
may be used immediately for making dilutions for 
hemoglobin determinations, erythrocyte and leukocyte 
counts, and slides prepared for staining by Wright's 
method. Oxalated blood carried to a laboratory to be 
used for chemical tests is also used in some places for 
making hematological preparations. However, sedi- 
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mentation occurs, introducing another factor, and slide 
preparations are not as satisfactory as those made from 
capillary blood or from freshly drawn venous blood. 


LIFE EXPECTANCY AT 86 YEARS OF AGE 


To THE Eprror:—Please furnish an estimation of the 
life expectancy of an 86-year-old white man. This 
patient is in good physical condition, with no specific 
complaints. His blood pressure is 130/70 mm. Hg; 
his pulse rate is 78 and regular; and the results of 
examination of his heart, lungs, abdomen, and genito- 
urinary tract are all within normal limits. The urine 
and blood cell count are also normal. The patient 
is very active physically. M.D.. Illinois. 


ANSWER.—The expectation of life in the United 
States for a white male at age 86 is 4.1 years, accord- 
ing to the latest official life table, which is based on 
the mortality experience in the United States for 1949- 
1951. Indications are that the current figure is some- 
what higher. Figures on expectation relate to the 
average for all persons at the given age, including 
the unimpaired, the ill, and even those who are mori- 
bund. Obviously, the outlook for the healthy would 
be better than the average. 


FERTILIZING TIME OF SPERM AND OVUM 

To THE Epiror:—Is there any new information on how 
long after ovulation an ovum remains capable of 
being fertilized (average and extremes), how long 
spermatozoa are viable after intercourse, and what 
conditions are likely to produce the extremes in the 
above limits? 

John S. Argue, M.D., Pittsfield, N. H. 


ANSWER.—The latest’ textbook of embryology, 
Witschi’s “Development of Vertebrates” ( Philadelphia, 
W. B. Saunders Company, 1956) states that human 
sperm cells lose their fertilizing capacity within 12 to 
48 hours and that mammalian eggs remain fertilizable 
from 4 to possibly 20 hours, Nothing is known about 
conditions that produce extremes in the above limits. 


HEMOGLOBIN-OXYGEN CAPACITY 
OF STORED BLOOD 


To THE Eprror:—Is there any scientific evidence that 
the hemoglobin of blood-bank blood can still ex- 
change oxygen for carbon dioxide? It is assumed 
that the biochemical balance of the red blood cells 
is gravely disturbed, as shown by their loss of po- 
tassium within the first day of storage. 


Alfred R. Ross, M.D., Bremerton, Wash. 


ANSWER.—In vitro experiments have repeatedly 
shown that blood stored with acid-citrate-dextrose 
(ACD) solution can be completely saturated with 
oxygen from the atmosphere after storage at 1 to 5 C 
for as long as 35 days. The results obtained in vivo 
on patients who have received exchange transfusions 
with stored blood confirm the in vitro studies, so that 
one may assume that the hemoglobin of stored blood 
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has a normal capacity for oxygen and carbon dioxide 
exchange. It has been shown that storage lesions, as 
shown by potassium loss in vitro, are reversible after 
transfusion of blood, provided that the length of stor- 
age is not excessive. 


UNDIAGNOSED BRAIN LESION 


To tHe Eprror:—A 23-year-old man with a history of 
severe headaches all his life but with no history of 
loss of consciousness complained briefly of a roaring 
noise in his head and lost consciousness. Twitching 
movements of the left side were noted, and his 
mouth was sharply drawn to the right side. He re- 
gained consciousness after three hours and had 
ptosis of the right eye, inability to rotate the right 
eye medially, numbness and anesthesia of the left 
lower lip and chin, and hyperreflexia on the left side. 
These symptoms all cleared within two days. Oph- 
thalmological examination, lumbar puncture, exam- 
ination of the visual fields, skull films, and pneumo- 
encephalograms were subsequently done but re- 
vealed no abnormality. An electroencephalogram 
was reported as follows: “The findings are suspicious 
of a widespread disorder (poor organization, low 
voltage) as well as a focal disturbance of the left an- 
terior temporal area.” Could this possibly represent 
an epileptic variant, or is the Jacksonian type of 
seizure more compatible with a diagnosis of brain 
tumor? What further studies could be undertaken 
to delineate this lesion? Is craniotomy justified at 


this time? John F. Moser, M.D., Cascade, Idaho. 


ANsWER.—This is not an ordinary case of epilepsy or 
a variant thereof. The electroencephalogram as report- 
ed is much too vague and indefinite to be of any diag- 
nostic value, Until a diagnosis is made, surgical inter- 
ference is hardly indicated. With the evidence sub- 
mitted, it is not possible to arrive at a final diagnosis. 
However, it appears that this patient is suffering from 
a lesion involving the right side of the brain, This 
provoked twitching movements of the left side. It is 
not clear whether the drawing of the mouth toward 
the right side occurred at the same time as these 
twitching movements or whether it followed. If the lat- 
ter is the case, then the drawing of the mouth toward 
the right probably represented a temporal postconvul- 
sive paralysis of the left side of the face. The ptosis of 
the right eye and inability to rotate the right eye me- 
dially are indicative of a paralysis of the right third 
cranial nerve, This would indicate that the lesion prob- 
ably lies at the base of the brain near the right side of 
the midbrain. The sensory change of the left side of 
the lower part of the face might result from involve- 
ment of the left mandibular nerve, but, as that would 
necessitate the presence of more than one lesion, it 
seems more likely that it was the result of involvement 
of the sensory pathways in the midbrain, even though 
such localized sensory loss of a lesion in this compact 
bundle would be uncommon. The left-sided hyperre- 
flexia could also arise as the result of a lesion in the 
right side of the midbrain. Thus the bulk of the evi- 
dence presented points toward a lesion in or near the 
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right side of the midbrain at the base of the brain. As 
pneumoencephalography and routine x-ray pictures of 
the skull have not disclosed the lesion, the next step 
would be to make carotid and vertebral angiograms. 
The nature of the lesion is far from obvious. It might 
be a vascular malformation or a tumor. 


CAUSE AND TREATMENT OF BAD BREATH 
To tHe Eprror:—Please provide information concern- 
ing the causes and treatment of bad breath, espe- 
cially in adolescent girls. 
Arthur Robinson, M.D., Denver. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Ep. 


Answer.—Bad breath, or halitosis, should be con- 
sidered a symptom. There are two main sources, the 
respiratory tract and the mouth. To differentiate these 
sources, seal the mouth and have the patient blow 
forcibly from the nose; then close the nares and have 
the patient gently exhale through the mouth. The 
source of the odor should then be apparent. Extraoral 
odors may be due to the transfer of odoriferous mate- 
rial dissolved in the blood stream through the alveoli 
to the expired air. Such substances as garlic, onions, 
alcohol, acetone, urea, or ammonia can cause such 
odors on the breath. Constipation is usually not the 
cause of bad breath. Chronic or subacute upper res- 
piratory infections such as subacute or chronic tonsil- 
litis, rhinopharyngitis, nasal sinusitis with postnasal 
drip, tracheitis, and bronchitis can result in halitosis. 

Oral factors are abnormally coated tongue, stoma- 
titis, pyorrhea, poor oral hygiene, food debris between 
and about teeth, decomposing pus and food in dental 
pockets and cavities (dental caries ), and prosthetic or 
orthodontic appliances. The treatment consists in re- 
moving any of the above causes if found. The dentist 
should eliminate local factors that favor accumulation 
of food debris. Good oral hygiene should be enforced, 
especially the use of dental floss for removing inter- 
dental substances. Mouth washes, tablets, or gum 
containing so-called deodorant substances such as 
chlorophyll or pleasant aromatics can be tried. Certain 
scented lozenges can be kept in the mouth. 


ANnswer.—It is necessary to determine whether the 
bad breath is arising from oral or extraoral causes. 
This can easily be evaluated clinically by determining 
whether the patient’s breath is malodorous when ex- 
pired through the nose with the mouth closed. Extra- 
oral causes of bad breath are related to diseases of 
the upper respiratory tract, to ulcerogangrenous proc- 
esses of the respiratory system, or to the presence of 
odoriferous substances in the blood due to foods, 
beverages, or abnormal concentrations of substances 
usually occurring in the blood such as acetone or urea. 
Certain physiological states such as menstruation or 
pregnancy may be associated with abnormal breath 
odors. Bad breath in adolescents is usually due to oral 
causes such as poor oral hygiene, food lodgement areas 
in the mouth, dental caries, or gingival pockets asso- 
ciated with erupting mandibular third molars or 
gingival bleeding. If the bad breath is not believed 
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to be of extraoral origin, the patient should be referred 
to a dentist for a thorough oral examination and 
corrective therapy. Mouth washes or dentifrices are 
only of transitorv value. 


HEAD NOISES IN OTOSCLEROSIS 

To tHe Eprror:—A 60-year-old woman, whose blood 
pressure has ranged from 210/150 to 140/75 mm. 
Hz, has had head noises for the last five years. Her 
hearing has been getting worse. In December, 1955, 
she had surgery for otosclerosis, after which her 
hearing was very good for three weeks. Noises dur- 
ing that time were about the same. Would the fenes- 
tration operation help her hearing? What effect 
would it have on the head noises? What treatment 
would be recommended for the head noises? 

Joel L. E. Peterson, M.D., St. Paul. 


Answer.—The results of surgery for otosclerosis are 
directly related to the suitability of the particular case 
for surgery, as determined by the preoperative hearing 
tests. Where the air-bone gap is 50 to 60 db., indicat- 
ing maximum fixation of the stapes, and the bone- 
conduction hearing is within normal limits, about 9 
patients in 10 will experience an initial improvement 
from fenestration operation and about 7 or § in 10 
will maintain this improvement. As a rule, the im- 
provement in hearing is accompanied by a diminution 
in the head noises, but this is not invariable. Other 
than surgery, there is no effective treatment for the 
head noises in otosclerosis. 


AIR CONDITIONING 

To tHe Eprror:—A patient complains of tenderness and 
swelling of the. eyelids, a feeling of fulness in the 
frontal and maxillary areas, and stabbing headaches 
in the temporal area, There is no physical evidence 
of sinusitis. She works in a building where the air is 
humidified but not cooled. The windows are never 
opened, Is there any possibility that the condition of 
which she complains could be due to the air in the 
building? James H, Lade, M.D., Albany, N. Y. 


Answer.—The facility described represents a form of 
air conditioning. When properly constructed and oper- 
ated there is no reason to believe that such air con- 
ditioning will provoke the condition described. Many 
persons are averse to air conditioning, particularly 
when this involves windowless areas. Some complaints 
arise on a neurogenic basis and oftentimes center 
about the symptoms mentioned in the query, particu- 
larly headaches. 


DERMATITIS FROM CHLORINE 


To tHe Eprror:—Concerning the Query and Minor 
Note “Dermatitis from Chlorine” in THe JourNAL 
for Nov. 10, 1956, page 1103, I would advise the 
patient who is so sensitive to chlorine in water to 
put some crystals of sodium thiosulfate (Antichlor) 
in the sink and a handful in her bathtub. 

Dr. Sven Andersson 
Jarnvagsgatan 10 
Orebro, Sweden. 


— 
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From time to time there will be published in this section of Tue Journaw brief but not 
necessarily complete reviews of some of the newer clinical aspects of medical research and 
practice, This material is gathered specifically for Tue JourNnaL.—Eb. 


DIAGNOSTIC AIDS 


Myocardial Infarction.—New aids have recently been 
reported in the differential diagnosis of the early stages 
of acute vocardial infarction when the electrocardio- 
gram is inconclusive. It was shown by J. S. LaDue 
and F. Wroblewski,’ Memorial Center for Cancer and 
Allied Diseases, New York, that acute damage of the 
heart muscle cells associated with acute myocardial 
infarction is followed by the release of serum glutamic 
oxaloacetic transaminase. This has been confirmed by 
other workers,’ and various techniques for the meas- 
urement of this and other serum enzymes have been 
introduced.* 

That other enzymes present in heart muscle may 
behave similarly was suggested by the observation 
that the level of serum lactic dehydrogenase increases 
after acute myocardial infarction.’ Malic dehydro- 
genase, glucose isomerase, and serum aldolase levels 
are also raised.” 

The serum glutamic oxaloacetic transaminase level 
rises Within 24 hours after acute myocardial infarction 
and falls to normal by the sixth day. It is also elevated 
in other disease states, which are, however, rarely a 
problem in the differential diagnosis of myocardial 
infarction: (1) active hepatocellular damage, (2) ex- 
tensive muscular damage and surgical trauma, and 
(3) profound hemolytic crisis. 

Serum lactic dehydrogenase and malic dehydro- 
genase levels rise within 24 hours, reach a maximum 
on the second or third day, and then gradually drop 
to normal by the sixth day after infarction. In a series 
of 22 patients with proved myocardial infarcts, W. E. C. 
Wacker and his colleagues,’ Biophysics Laboratory, 
Harvard University, Boston, found that lactic dehydro- 
genase activity was 2 to 10 times above the normal 
range. 

Lactic and malic dehydrogenase contain zine. 
Shortly after myocardial infarction there is a significant 
drop in the serum concentration of zinc, which re- 
mains low for 8 to 10 days and then returns to normal. 

At the same laboratory in Boston, it was shown 
earlier ® that the serum copper concentration rises 
markedly after coronary occlusion, This rise occurs 5 
to ll days after the event, and then gradually de- 
clines to normal in three to four weeks. Copper is 
normally present in human serum in the enzyme 
ceruloplasmin. 

Lactic dehydrogenase activity is not increased in 
those diseases that enter into the differential diag- 
nosis of acute myocardial infarction—pulmonary em- 
bolism, pericarditis, severe angina pectoris, and acute 
cholecystitis. 

It is thought that the serum glutamic pyruvic 
transaminase level is raised in acute hepatic disease, 
while it is not appreciably altered by acute cardiac 
necrosis. Further work to confirm this is in progress.’ 


R. J. Bing and his co-workers,** Medical College of 
Alabama, Birmingham, have observed an abrupt rise of 
malic dehydrogenase and glucose isomerase activity af- 
ter coronary occlusion that reaches a maximum 24 hours 
after the onset of pain. These workers consider the in- 
crease in plasma activity of these two enzymes as a reli- 
able indication otf the presence of myocardial infarction. 

Changes associated with acute myocardial infarction 
may thus be summarized as follows: (1) a marked 
increase in the glutamic oxaloacetic transaminase level 
within 24 hours, with height and duration of elevation 
approximately in proportion to the extent of infarction; 
(2) a rapid rise of the lactic and malic dehydrogenase 
levels in the first 24 hours; (3) a concomitant fall in 
the zine level, which returns to normal more slowly; 
(4) a rise of the glucose isomerase level; and (5) a 
gradual, relatively slow rise of the copper level, 
marked at its height. 

Gastric Hydrochloric Acid.—Tubeless gastric analysis 
avoids the disadvantages of intubation, which are 
discomfort to the patient, difficulties sometimes en- 
countered in passing the tube, and the variable effect 
of the tube itself on gastric secretion. Since the intro- 
duction of tubeless gastric analysis in 1950, H. L. 
Segal, Rochester, N. Y., has been steadily working on 
improvements in it.” A simple procedure that he and 
his colleagues recently described is the oral adminis- 
tration of azure A resin compound and appraisal of 
the color change in the urine.” In 800 tests they have 
not seen any untoward effects. 

The advantages of detecting achlorhydria by a 
simple test are that it helps (1) in the diagnosis of 
pernicious anemia; (2) to select patients for regular 
x-ray examination, since the incidence of gastric car- 
cinoma in achlorhydria is significantly higher than the 
average; and (3) to determine whether hydrochloric 
acid is secreted when it is difficult or dangerous to 
pass a tube because of esophageal abnormalities, large 
esophageal varices, or psychogenic reasons. 

R. J. Bolt and his colleagues, Ann Arbor, Mich., have 
used azure A resin compound to screen asymptomatic 
individuals for achlorhydria.'® They give their patients 
the following instructions: 1. Do not eat after mid- 
night. 2, Urinate on arising; discard this urine. 3. Do 
not eat breakfast. Empty the powder from the capsule 
(0.5 gm. of caffeine sodium benzoate) into one-half 
glass of water, stir, and drink immediately. 4. One 
hour later, void and save this urine in bottle marked 
“control.” 5. Add granules of Diagnex Improved to 
one-fourth glass of water, stir, and drink the suspen- 
sion. Do not chew, but wash granules down with 
another one-fourth or one-half glass of water. 6. Two 
hours after taking granules, void and save entire 
quantity in bottle labeled “urine sample.” 

Determination of azure A in urine is a simple pro- 
cedure. The test can be carried out anywhere, The 
presence of free hydrochloric acid can thus be estab- 
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lished. The validity of the test is doubtful in the pres- 
ence of gastric obstruction, diarrhea, malabsorption, 
and severe renal or liver disease. 

Jaundice.—Careful history taking and physical exam- 
ination are sufficiently helpful in most patients with 
jaundice. In some cases, however, differential diagnosis 
is difficult and laboratory aids may give valuable in- 
formation. E. M. Greenspan and D. A. Dreiling, New 
York, have reported a “battery” of tests to help in 
deciding between expectant medical treatment and 
secretin test, liver biopsy, or laparotomy.'' They claim 
that their tests compare favorably with determinations 
of cephalin flocculation, alkaline phosphatase, serum 
globulin concentration, and albumen-globulin ratio. 
The components of their “battery” are independent of 
these and other liver-function tests. including thymol 
turbidity. 

The battery of four test-tube procedures consists 
of the determination of (1) mucoprotein concentra- 
tion (M); (2) acid-precipitable globulin level (APG ); 
(3) zine sulfate turbidity (ZS); and (4) total protein- 
bound polysaccharide level (Pbp ). 

Low mucoprotein concentration, low acid-precipi- 
table globulin, and high zinc sulfate turbidity values 
were found in 38 of 39 patients with primary hepato- 
cellular disease. Normal or high mucoprotein concen- 
tration, normal or high acid-precipitable globulin, and 
normal or low zine sulfate turbidity values were found 
in 57 of 60 patients with obstructive jaundice, Fluc- 
tuations in mucoprotein concentration were taken to 
reflect the degree of inflammatory biliary changes and 
corresponded to changes in the clinical status of pa- 
tients with jaundice with inflammatory biliary ob- 
struction. 

The principal disadvantages of the battery of tests 
as an aid in differential diagnosis are that (1) presence 
of infection or neoplasm outside the liver or biliary 
tract interferes; and (2) during the first two to three 
days of hepatitis, they may be indecisive, In this case, 
the tests may have to be repeated after two to three 
days. If these tests can be carried out satisfactorily by 
laboratory technicians of average skill, they are con- 
sidered to be useful aids in patients with jaundice."* 

Clinically, the absence of a palpable liver excludes 
obstructive jaundice due to carcinoma of the pancreas, 
according to L. Schiff, University of Cincinnati College 
of Medicine, Cincinnati. He believes that this is a 
helpful physical sign in patients with jaundice, espe- 
cially when the laboratory “profile” is characteristic of 
obstructive jaundice and x-ray studies of the duode- 
num are suggestive of a periampullary tumor."* 

Photographs of Abdominal Organs Without Lapar- 
otomy.—]. Caroli, St. Antoine Hospital, Paris, reported 
that he took color photographs of abdominal viscera 
without laparotomy in over 1,200 patients.’* It is an 
office procedure, and the patient goes home after a 
quarter of an hour. With local anesthesia, the “laparo- 
scope” is introduced into the abdominal cavity through 
a small incision of about 5 mm. Color photographs are 
taken of the viscus to be examined and are subse- 
quently studied at leisure. A picture is thus available 
of the true in vivo appearance of an organ without 
the necessity of laparotomy. Liver and biliary tract 
lend themselves best for this procedure. 
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It is claimed that this procedure can replace lapar- 
otomy in some instances. Since direct vision through 
the “laparoscope” is possible, it is thought to be safer 
than puncture biopsy, for example, in the presence of 
an unsuspected cavernous hemangioma of the liver. 
A film describing the technique with sound track in 
English has been made. 
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